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In the summer of 1950, when the National Health Service had been in operation for two years and the British 
Medical Association’s report on “ General Practice and the Training of the General Practitioner” had just 
been published, the Council decided that an authoritative review of the actual conditions of general practice 
should be undertaken. For this purpose it appointed a Special Committee “to review the present position in 
general practice, its difficulties and its trends, both generally and with reference to the two years’ experience of 
the National Health Service Acts, and to the B.M.A. report on ‘General Practice and the Training of the 
General Practitioner,’ and to make recommendations.” The Committee instructed Dr. Stephen J. Hadfield to 
make a survey of a random sample of different types of practice in England and Wales and Scotland. His own 
account of the results of this appears below. The results of the Postal Inquiry answered by nearly 13,000 
general-practitioner principals and the Committee’s Report appear in a specially enlarged number of this week’s 


Supplement. 


A FIELD SURVEY OF GENERAL PRACTICE, 1951-2 


BY 


STEPHEN J. HADFIELD, M.A., M.B., B.Chir. 
Assistant Secretary, British Medical Association 


give a representative picture and to ensure that all types 
of practice would be visited, and, secondly, as being 
sufficiently small to be surveyed within a reasonable 
time by one investigator. The practices seen included 
various types of town practice, rural practices remote 
and otherwise, a Highland practice, and a practice on 
one of the islands off the west coast of Scotland. The 
number selected was such as to make the survey last 


This is a report of a survey of general practice carried 
out between February, 1951, and March, 1952. I wish 
to emphasize, in anticipation of a possible objection that 
parts of the report are one-sided, that my information 
was obtained entirely in general practices and from 
general practitioners. Some of the general practitioners 
interviewed criticized other fields of practice, and these 
criticisms are set down in the report, but it was not 


within my terms of reference to seek answers to them over one year, so that practices were seen, so to speak, 
from practitioners in the fields concerned. at all states of the tide. 
The approach to the survey was critical in the hope The purpose of the survey was to obtain an objective 
2 that the discovery and assessment of shortcomings, picture of the varieties of general practice existing at 
faults, and difficulties might lead to action which the current time and how they were being conducted, 
would eliminate them. Consequently these matters are and to obtain information upon which the types and 
given considerable emphasis. Where this touches the magnitude of the difficulties existing could be assessed. 
The method of survey adopted was for the investigator 


adequacy or otherwise of the practitioners seen, a final 
assessment is given towards the end of the report (p. 705), 
and this should offset any inaccurate impression given in 
the remainder of the text. 

Since the report was completed certain important 
administrative changes in general practice in the 
National Health Service have occurred as a result of the 
Danckwerts award, including the implementation of 
the Spens recommendations for the remuneration of 
general practitioners. They should be borne in mind 
when reading certain passages of the report, which have 
been left in their original form. Their retention will 
serve to show how necessary were the changes and will 
perhaps encourage further improvements in the interest 
of both patient and doctor. 


to spend the best part of one normal day with each of 
the practitioners selected. 

I sat in the surgery through one surgery session (in 
some instances more than one) and then accompanied 
the practitioner on his normal round. The practitioner’s 
views were obtained during the many opportunities for 
conversation that occurred during the day. 

Although I did not suggest it, approximately half of 
the practitioners invited me to accompany them into 
the houses they visited. It was interesting to note that, 
on the whole, neither in their homes nor in the surgery 
did patients seem to be in the least upset by the presence 
of another doctor—in fact, after a brief introduction 
the patient seemed to take no further interest in my 
presence. Neither did the patient object when the 
practitioner, as happened in a number of instances, in- 
vited me to examine the patient with him and to join in 
the consultation. 

In ten instances the doctor made it a condition of my 
visiting him that I would not be present at consultations. 


My visits to these doctors were thus somewhat shorn 
4838 


INTRODUCTORY 
A Field Survey of General Practice 


The field survey was designed to cover 200 general- 
practitioner principals in England, Scotland, and Wales. 
This number was chosen, first, as being large enough to 
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of their objectivity, though in some instances I was taken 
into the patients’ houses instead. The reason usually 
given was that the doctor “could not submit himself or 
his patients to such an embarrassing situation as would 
arise from having a third person present.” In one case 
the practice had changed hands three times in the space 
of four or five years. This practitioner, naturally, was 
unwilling to agree to anything that might give rise to 
further rumours which would seriously impede the 
rehabilitation of the practice. 

In view of this diffidence among a few it was surpris- 
ing that such a large proportion consented to my 
presence. It was indeed laudable, for I am prepared to 
believe that some overcame a natural diffidence in the 
interests of the survey. 

The doctors themselves seemed quite unperturbed by 
my presence, although one or two of them did tell me 
afterwards that they had not felt entirely at ease. I 
always expressed my readiness to leave if the patient 
clearly preferred it. Such a need, however, seldom 
arose. Five practitioners had no surgery sessions for 
me to attend. 


Method of Selecting the Practitioners to be Visited 


As it was considered essential to visit practitioners in 
all districts the country was divided into 20 regions. 
For convenience, this was effected by taking the 19 
regional hospital board areas, the twentieth area being 
made by taking separately the geographical area covered 
by the Metropolitan Branch of the British Medical 
Association. 

Acting upon the suggestion of Professor Bradford 
Hill, the names of all principals in general practice in 
England, Scotland, and Wales were placed in alpha- 
betical order and then sorted into the 20 areas, accord- 
ing to their addresses. Starting from a drawn number, 
every 64th name was taken, working through from 
region 1 to region 20. The selection was continued 
through a list of practitioners in entirely private prac- 
tice ; this gave a random selection of 300 names. The 
list was then reduced to 200 by casting aside every third 
name. This, incidentally, created a reserve list of 100 
names, one reserve name being specifically allotted to 
every two practitioners on the main list. The 200 on the 
main list were the ones to be visited. Only in case of 
death, retirement from practice, removal from the area, 
or absence from the practice for the period of the 
survey was a substitute visited and included in the 
results. 

Where there was refusal to allow a visit no substitute 
was visited. This happened in six cases, and conse- 
quently the number visited fell short of the 200. There 
being only one substitute for each two doctors, it was 
found on three occasions that both of the pair on the 
main list were excluded for reasons other than refusal ; 
thus for one of the pair there was no substitute. In 
three instances where one was required a substitute was 
found not to be available. The number visited was 
further reduced by these factors to 188. 

A few doctors who originally refused were subse- 
quently persuaded to change their minds, and when 
visited were found to be at least as co-operative as the 
others. There were two refusals with no reason given. 
Reasons for other refusals were as follows : “ That it is 
a misguided policy to imply publicly that an observer 
is needed to unearth the significant facts ; that it is the 


particular attitude of mind of each practitioner himself 
that is important, not the opinion of an observer.” This 
practitioner added that the presence of an observer 
would be an embarrassment to himself and to many of 
his patients, and that the whole atmosphere during the 
visit would be artificial. Another said he disagreed with 
the method of obtaining evidence and that he hated any- 
one sitting in the surgery with him. A third was 
shortly leaving his practice and thought that there was 
no point in trying to “tinker with the present set-up, 
which is founded on a false philosophy at variance 
with Christianity.” 

By this method of selection visits were paid from 
Ross-shire to Cornwall and from Caernarvonshire to 
Kent, and included a large number of industrial, 
cathedral, and seaside towns, and a wide variety of rural 
areas. Some of the practices were large partnerships 
with full lists, while one or two were very small indeed. 
The majority of practices varied widely between these 
two extremes. 

The programme of visits was arranged so that as many 
areas as possible were visited more than once, at different 
seasons. For example, seaside towns were visited both 
in and out of season ; big industrial and country prac- 
tices were seen both in summer and in winter. The 
same practice was never visited twice, as time was 
insufficient; but, generally speaking, each type of 
practice was seen at different times of the year. The 
actual arrangement of the journeys, the choice of where 
to go next, was haphazard and made by me as I worked 
through the list. So far as possible I tried to make 
several visits on each long journey. 

It was found possible to visit four doctors, sometimes 
five, in most weeks. Saturdays and Sundays were not 
used for visits. After seeing nine doctors in a pilot or 
preliminary “run,” the survey proper was begun on 
February 6, 1951, and the last practitioner was visited 
on March 4, 1952. 

In part the survey was designed to show to what extent 
the tenets in the Cohen Report were being followed and 
also to find out as much as possible about general prac- 
tice in the country. 

Facts and opinions were sought on the same subjects 
in each practice. So far as possible I.categorized the 
answers obtained in order to facilitate analysis. This 
categorizing was necessarily vague, but I found it pos- 
sible to place the answers in the correct category without 
much difficulty. 

In this report the large majority of opinions expressed 
are those of the practitioners themselves. Some are 
the conclusions come to by me as a direct result 
of my observations. Where there is expressed what 
might be called a personal opinion this is clearly 
indicated. 

I wish to place on record my grateful thanks to all 
those practitioners whom I was privileged to visit for the 
helpful way in which they enabled me to carry out my 
task. In addition I would like to thank most warmly 
those doctors’ wives who gave me hospitality during my 
Visits. 

Further, I am grateful to the Council of the Asso- 
ciation for making it possible for me to have the experi- 
ence of undertaking this Survey, to the Secretary and 
my colleagues on the staff of the Association for their 
assumption of my duties during my absence, and to the 
clerical staff for their invaluable help. 
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The Average Practitioner, 1951-2 

There are so many variations in general practice that 
it is perhaps difficult to draw a picture of the average 
general practitioner. Nevertheless, the attempt may be 
worth while. Evidence that wide variations do exist in 
many directions will be found throughout the whole of 
the report. 

The average doctor lives in a house in the area in 
which his practice is situated. He has his surgery 
premises either in his house or in a special wing built 
on, probably by his predecessor, or he may have a lock- 
up surgery, with or without a caretaker, in a busier 
street near by. He may share this with a partner or 
partners, though he usually has his own consulting-room. 

His list will be in the neighbourhood of 2,500 in the 
town or 1,500 in the country. In addition he has a hand- 
ful of private patients. He takes the administration and 
organization of his practice in his stride and does not 
find that this side of his activities worries him much. 
Unless he is an extreme individualist he will prefer to 
have a secretary-receptionist to help him with corre- 
spondence, with finding and filing patients’ record cards 
and reports, and with the telephone. He may not be able 
to have such assistance owing to insufficient income or 
to lack of accommodation, the latter often being due to 
the impossibility of obtaining suitable premises or of 
converting his present place. 

In any case, his wife has a considerable burden to 
bear. Over and above the abnormal strains on his 
household that a doctor’s calling occasions, and in the 
absence of suitable domestic help, she has to see that 
the needs of the patient are served. The telephone and 
the door-bell must be constantly answered. Such is the 
difficult situation in which many a doctor’s wife is placed 
that she cannot embark upon her morning’s shopping 
without considerable forethought and organization. To 
go out with her husband is a rarity. Even a visit to the 
cinema or bridge club requires careful planning, if it 
is possible at all. 

The average doctor will usually be able to overcome 
this to some extent, and also, outside the busy part of 
the winter, to ensure himself a very little leisure, by 
arranging a rota system of duties for the evenings or 
for half-days. Apart from this he will regard himself 
as more or less permanently on duty. He will have 
encouraged his patients to send their messages to him 
before he sets out on his morning round, but there 
always remains a nucleus of patients who are unaware 
or unheedful of the need to assist the doctor in this way. 

The average doctor, while telling you that he is quite 
prepared to deal with any emergencies that come along, 


_ would be much happier in his practice, and would prob- 


ably carry it out to the better satisfaction of himself and 
his patients, if only he could purge his list of this hard 
core of inconsiderate trouble-makers. He is genuinely 
fond of the majority of his patients and is anxious to 
do his best for them, but he will be the first to admit 
that there are times when the accumulation of trivial or 
unreasonable demands at the end of a tiring day may 
well impair this feeling. 

Between 8 and 9 o’clock in the morning he will be 
taking his breakfast and answering telephone calls for 
visits. He will be in his surgery promptly at 9, and will 
see patients until, say, 10.30. This is an average time, 
during which he will see up to 25 patients. There will 


be a bit of everything most days. Perhaps 20 of the 
patients will have minor ailments or come for follow-up, 
or be calling merely for a certificate. The other five 
may be more interesting from the clinical point of view 
and need more attention. Thus he may spend 15 minutes 
on one patient and then quite properly deal with the 
needs of five or six others during the next 15 minutes. 


When the patient enters the doctor may need to ask 
the name, especially if the patient has not recently been 
under treatment. He will get out the record card, if he 
has no secretary to do it for him in advance. He will 
then note the patient’s complaint and ask what supple- 
mentary questions he may consider necessary. He will 
not as a rule follow the method of approach which is 
taught to the medical student, except where he suspects 
there is something more than a minor ailment to deal 
with. Of necessity he has learnt to short-cut the detailed 
method. His knowledge of the patient gives him a start. | 
If he has treated the patient year after year he will 
know just how detailed his examination need be. 

The morning surgery finished, he will make out his 
visiting-list, with final adjustments to include new calls 
that have come in. He arranges his round geographi- 
cally so far as is possible. This is sometimes conditioned 
by messages which have about them a more urgent ring, 
or by visits to specially ill patients—for example, the 
revisiting of a patient to whom he was called during the 
night. 

The possibility, or indeed the likelihood, of his. day 
being disrupted by a midwifery case, an accident, or 
some other emergency will cause him to tell his house- 
hold or his secretary in what order he proposes to visit 
his patients. Thus there is at least some chance that he 
may be “ got” in an emergency. When he and all his 
partners are out visiting, his wife may quite likely receive 
an “urgent” message later in the morning. On being 
told that all the doctors are out visiting but that she will 
get a doctor to call as quickly as she can, the inquirer 
may exclaim, “‘ There must be a doctor there: I don’t 
believe it. . . . Send a doctor at once or I will report 
you.” Needless to say such messages are rarely as urgent 
as they sound. 

Doctors vary greatly in the time they take over their 
visits, quite apart from the requirements of the case or 
the volubility of the patient. Most doctors, in the towns 
and in the country, will have 15 to 30 visits a day to pay 
during winter months, when there is no epidemic raging. 
In the summer the number may be down to about half 
that of the winter. In the country a higher proportion 
of the work is done in visiting, while in the town the 
majority of patients are seen in the surgery—in some 
practices the great majority. Distance and accessibility 
for the patient are the factors here. So that, while on — 
the average the numbers of visits paid are the same in 
both town and country, the country doctor needs more 
time for the same number of visits, but his surgery 
sessions are shorter. In a few town practices the visiting- 
lists are very high indeed, reaching the forties in quite 
ordinary times. Practices vary enormously, but these 
big visiting-lists are not within the average. 

Nearly all practitioners told me that, since the N.H.LS. 
began, surgery attendances have increased greatly but 
visiting-lists have, if anything, become smaller ; also that 
late calls in the evening, many of them unnecessary, 
have increased, while the actual night calls, those which 
involve rising from bed, have dropped slightly. 
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The practitioner has perhaps six hours between morn- 
ing and evening surgery in which to get his calls done, 
have his lunch and tea, and travel, the average distance 
being 15 to 20 miles a day. He will get in and out of 
his car, say, 25 times a day: if he has many gates to 
open it will be many more. Thus he can usually manage 
to see about five patients an hour. Rather, it should be 
said, he can visit five houses an hour. In some houses 
he is asked to see two, three, or even four patients where 
he was expecting to see one. This is a development for 
which the N.H.S. is responsible. I witnessed this in 
many a home, just as I also saw much of the multiple 
consultation in the surgery. These things are very 
prevalent indeed. 

If the various members of the family are paraded into 
the surgery their cases must be gone into one by one, 
and more often than not they are trivial in the extreme. 
When prescriptions are requested for absent members 
of the family it is often easier for the doctor faced with 
a waiting-room queue to give a prescription than to enter 
into an argument about the patient having to come to 
the surgery in person. : 

There is nowadays little of the old custom of turning 
the doctor’s visit into a social occasion. There are many 
offers of hospitality, but there is little time for the pro- 
longed chat. Days vary, but often the end of the visiting- 
list seems far off and there is anxiety whether the list 
can be finished in time. It is rarely that a visit to a 
house lasts more than 10 minutes, and many need not 
be so long. Some practitioners work much more quickly 
than others—for example, on the day I was there one 
visited 27 houses, and drove 12 miles in doing so, in 
130 minutes. Another visited 44 houses in 190 minutes. 
These are exceptional. 

At lunch-time, which is normally not longer than half 
an hour, there may be telephone calls to be made to the 
hospital, to the district nurse, or to the chemist. A 
general practitioner’s lunch “ hour” is hardly ideal for 
the preservation of a good digestion. 

The afternoon round follows the same pattern as the 
morning—that is, if no emergencies have intervened to 
upset the programme. If they have, the afternoon is 
almost certainly an anxious rush. The practitioner will 
usually make time for a cup of tea before starting his 
“6 p.m.” surgery. Many start this at 5 or 5.30, for the 
patients are already there and the sooner it is started 
the sooner it is finished. 

To have to pay a further visit or two after the even- 
ing surgery is common, though if there is a rota system 
with partners or colleagues the practitioner may have 
to do this only on certain days of the week. This is a 
great advantage, for he can then sit down quietly to 


. his supper and face the evening with tranquillity. 


If he has not this freedom he may well have to turn 
out again after supper. In the winter he usually has to 
forgo his half-day ; there is too much work to be done. 
Yet the work varies. Except in epidemic times there is 
seldom a period of high pressure for more than three 
weeks at a time. Just as the general practitioner is 
beginning to think to himself that the strain will never 
end there comes a sudden lightening of the burden. 
This is sometimes all too short, but is nevertheless wel- 
come. There are, of course, some practices that seem 
always to be hard-pressed. Summer and winter the lists 
of visits in these practices and the queues in the surgery 
are long and there seems to be no let-up. Not in these 


practices can one partner go away and leave the other 
to carry on. He must get a locum. Another practice, 
much the same on paper, will produce about half the 
pressure of work. I have seen both sorts in the same 
town. This must have some relation to the personality 
of the particular doctor, though I have been unable to 
define clearly the factors responsible for the difference. 
Some areas of the country seem to produce more illness 
or more general-practitioner attendances than others. 
The impression I gained was that this is due, in certain 
districts, to an increased incidence of respiratory and 


rheumatic diseases. 


(A) THE RANGE OF GENERAL PRACTICE 
Continuity of Treatment 


Most practitioners are anxious to keep in as close 
touch as possible with the progress of the patient, even 
though the responsibility for the treatment has passed 
temporarily out of their hands into those of the hospital 
out-patient and in-patient department. They like to be 
ready to take over the treatment, convalescence, and 
rehabilitation after the patient’s discharge from specialist 
treatment. A smooth transference of responsibility is 
more likely when general practitioners are working with 
the hospital and where the liaison with the hospital staff 
is good. 

Another aspect is the degree to which a patient is 
exclusively cared for by one general practitioner for 
either one or all successive illnesses. 

Obviously, in the single-handed practice the patient is 
exclusively looked after by one doctor. The exception 
is where a single-handed general practitioner has an 
assistant and uses him in such a way as to depart from 
the “ one illness, one doctor ” principle. 

In some partnerships responsibility is divided even in 
the care of an individual illness. Patients have no means 
of knowing which of the partners they will see when 
they call at the surgery. There are no definite times 
when Dr. A or Dr. B will certainly be present. Patients 
are seen by whoever is there. The lists of visits to be 
paid that day are pooled and divided up among the 
partners in a manner suited to their convenience. This 
may be on a geographical basis or just haphazard, bear- 
ing no relation to which doctor has previously visited 
the patient, either in the current or in the previous ill- 
ness. The latter method is used by 9% of practitioners. 
It is defended on the grounds of necessity in order to 
make the visiting-lists economical of time and thus allow 
the work to be dealt with. The point is also made that 
the patient may well get better treatment by having more 
than one opinion. A number of patients prefer such an 
arrangement for this reason. In addition, the doctors 
in a partnership get to know all the patients and to gain 
their confidence. This is considered to be a great advan- 
tage in relation to emergency calls where a rota system 
is in operation. 

There exist all shades of variation in this matter, the 
general tendency, outside the strictly personal practice, 
being to take the middle course, in which, on the whole, 
one doctor continues to attend any one patient for the 
duration of any one illness. Then there are those doc- 
tors who, from my own observation, I feel confident 
share the knowledge of all the patients so thoroughly 
that the method approximates to a working together on 
the case. There is a world of difference between the 


partnership that starts the day’s work with, “I'll do the 
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west town and the High Street and you do the housing 
estate,” on the one hand, and the partnership of two 
whose day starts with, “ Will you go and see Jim Budd 
to-day and see what you think? I found some creps 
yesterday,” on the other. 

It is stated by some doctors that the majority of 
patients get used to being seen by more than one 
doctor and do not mind. I have no doubt, from 
my own observations, that this is true of a number of 
patients. 

I saw a small number of doctors who did not know 
the names of most of the patients who came to the 
surgery and gave no signs of having had any previous 
acquaintance with them. Although some doctors 
describe themselves as “bad at names” I found this 
complete ignorance was not so noticeable in the 
practices where patients kept to the same doctor. 

In one of the best practices that I saw the work has 
so increased as to make it necessary to depart from the 
previously existing state of affairs in which the patient 
kept to one doctor. In another practice the two part- 
ners tended to change the visits round, but were finding 
that the patients seemed to want the practice to develop 
into a more personal one. I saw one practice run on 
group-practice lines. The doctor whom I met kept 
surgical cases to himself. When he saw a medical case 
he would hand it over for further treatment to his 
colleague. 

In many cases I found that the partners had a fair 
knowledge of all the patients in the practice. This 
seemed more common in the smaller practices. This 
leads me to another point. In the nature of things, 
and because the terrain demands it, most country prac- 
tices are, on the whole, smaller. Thus it is easier for 
the country practitioner to know the patients of his 
partner than it is for the town practitioner who has a 
full list. Also, of course, it is so much more important 
to be able to arrange visits geographically in the country. 
In the winter it is often essential in order to get the 
work done. Views vary concerning the desirability of 
changing patients or doctors during the course of an 
illness and whether or not the patients lose anything 
by it. 

In considering this item any treatment by a partner in 
an emergency is, of course, not taken into account. 


Health Education and Preventive Medicine 


Almost all general practitioners give inoculations and 
vaccinations, and when opportunities occur encourage 
mothers to bring their children for immunization. A 
small proportion expressly advise patients to take their 
children to the clinic, for they say they feel it is far 
better for the child to receive a prick at the hands of 
a stranger than to be estranged from the family doctor 
because he has hurt him. One doctor said he thought it 
created a neurosis. Some said they preferred the clinics 
to do the injections because it saved them work. 

Nearly all the practitioners visited give helpful advice 
on positive health and preventive medicine when asked 
by the patient. Some spoke of lack of time. The 
majority confine their activities in this field to taking 
what opportunities present in individual consultations 
and, with some, at antenatal clinics arranged by them 
in their own surgeries. Nine per cent. are enthusiasts 
and spend much time in educating the public in matters 
of health. A few gave me the impression that they 


could not be bothered with health education. Nearly 
all the remainder feel that they are too busy treating 
disease to preach its prevention. In many cases this is 
undoubtedly true. 

Patients are not, as a rule, receptive to positive 
instruction ; they regard it as preaching. and treat it 
with suspicion. I often noticed that when the doctor’s 
remarks veered from the symptoms and the pills to such 
things as open windows, suitable clothing, and other 
precautions a curious blank look came over their faces. 
This applies especially to mothers of children. 


Treatment of the Patient as an Individual 


The majority of doctors are of course concerned to 
assess and to treat the symptoms of which the patient 
complains. They also show, by questions and conversa- 
tion, a knowledge of or an interest in the family and 
occupational background of the patient. This interest 
in the patient as an individual was particularly con- 
spicuous in about a quarter of the doctors interviewed. 
Some of these are interested especially in the psycho- 
logical approach. A few isolated practitioners (6%) 
seem to have no interest beyond the actual symptoms 
complained of. In one case at least I felt that the practi- 
tioner regarded his patients as something of a nuisance. 


Diagnosis 

I saw a wide variety of diagnostic methods. Most of 
the doctors (93%) whom I saw at work carried out some 
sort of examination in some cases : 69% could be defi- 
nitely classified, on the evidence before me, as leaving 
no doubt that all patients received what examination 
was necessary. 

I kept constantly in mind that the extent of the exami- 
nation needed in any case is conditioned by the fact that 
doctors know the patients and also may have examined 
them quite recently. 

Some of the senior practitioners, though undertaking 
little in the way of examination, have obviously devel- 
oped an instinct or sixth sense. This, coupled with a 
background of long experience, enables them to use a 
minimum of effort and yet leave one with the feeling 
that they are unlikely to miss any serious diagnosis. | 
found the margin a narrow one between such practi- 
tioners and those who, through over-confidence, tended 
too often to put their trust in spot diagnosis. Among 
these latter were men who expressed to me their feel- 
ing of pride in the way they were doing their work. 

Among a small proportion (7%) of both young and 
old there is a need for revision of the methods of diag- 
nosis they use. There is a need for constant vigilance 
on their part to determine for themselves whether in 
fact they are doing their duty by their patients in this 
matter of clinical examination. 

It would be easy to cite a few examples where no 
attempt was made at examination when it was clearly 
indicated. To do so would create an unfair impression 
while ignoring the countless occasions when I witnessed 
thorough examinations. Suffice it to say that I did see 
a small number of practitioners whose standard of 
examination was in the danger zone. 

The remainder (24%) vary over a fairly wide range. 
Some of these seem ready now and again to take a 
chance, and some of them are forced into this position 
by the excessive demands upon their services. Yet I 
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observed that some of the busiest men are the most 
thorough in examining their patients. 

I was told by one doctor (and a similar attitude was 
noted in several others) that some forms of examina- 
tion—for example, per vaginam—*“ are not convenient 
to ordinary general practice conditions.” These were 
left for the hospital to do. Another examines where 
necessary but considers that surgery conditions prevent 
its being done easily. Facilities for examination—for 
example, examination couch—were absent in 11 sur- 
geries. Minor reorganization of the consulting-room 
or of arrangements for surgery attendances would have 
made it possible to conduct any necessary examination. 

A few doctors have solved this problem by making 
appointments for “special examinations,” as they are 
called, or by arranging to call at the patient’s house. 
Such arrangements meet with, at any rate, some degree 
of approval from most. But it may sometimes be for- 
gotten that the patient often comes for such an examina- 
tion after much marshalling of courage and in the fear 
occasioned by, say, 2 mammary lump or an irregular 
menstruation. The ideal, surely, is for the practitioner 
to have his premises so arranged that the patient can 
receive the necessary examination at the first visit and 
not be sent away with anxiety mounting and having to 
muster courage all over again. Several times I thought 
I detected a look of disappointment from this cause. 

It was interesting to note how rarely are inspection 
and percussion used in examining the chest, even among 
doctors who attain a reasonably high standard of exami- 
nation in other ways. I was surprised at the prevalence 
of the method of examining the abdomen through the 
clothes and with the patient standing. This was adopted 
sometimes in the absence of an examination couch and 
sometimes under pressure of work, no doubt backed by 
a knowledge born of experience as to the time taken by 
the really well-corseted woman or bewaistcoated man 
to remove enough garments to permit of a reasonable 
clinical examination according to the textbooks. 

A small percentage of practitioners do not seem to 
examine their patients except as a rarity. It must be 
emphasized that their number is very small. Some 
general practitioners have got into the habit of hurry- 
ing through their work. Whereas they may be busy at 
times, and undoubtedly are, they have developed the 
habit of not examining patients even when they are not 
unduly pressed. 

A certain amount of spot diagnosis is inevitable in a 
busy practice, but, as mentioned before, some rely on 
it overmuch. I saw one doctor in particular try to deal 
with over a hundred patients in a day. This made 
thorough examination impossible—for example, it was 
not possible for him to give a thorough examination 
of the chest in patients presenting anew with cough. 

Lest this account of the shortcomings of a few should 
lead the reader to conclude that the average practitioner 
does not examine his patients adequately, it should be 
stated once again that the majority of the practitioners 


whom I saw left me in no doubt that all their patients . 


received whatever examination was necessary. 


Treatment 
Over 90% of the practitioners that I saw are un- 
doubtedly interested and careful in the treatment of 
their patients. They give the necessary advice, super- 


vise rehabilitation, prescribe carefully, and do dress- 
ings and emergency treatment. Not for them the mere 
hurried writing of prescriptions that I witnessed among 
a few. 

About two in every five are anxious to undertake, and 
do undertake, as much of treatment as comes within 
what has been recognized as the normal scope of general 
practice. 

I ascertained whether or not the practitioners visited 
undertake minor surgery. The majority (53%) do not 
or do only a very little. It is noticeable that in the 
towns only 27% of the general practitioners do minor 
surgery, whereas in the country 60% do. Cottage hos- 
pitals no doubt play their part in this, but some of the 
country doctors seen were miles from a hospital. Obvi- 
ously in the towns the proximity of a general hospital 
is an important deciding factor. 

Some doctors declare that it is preferable, in order to 
ensure asepsis and the best technique, for minor opera- 
tions, varicose vein injections, hydrocele tapping, and 
the like to be performed in hospital. The reasons most 
often given for not doing minor surgery were, however, 
lack of time (by no means always borne out by the day’s 
work witnessed) and the absence of a special fee. 

Two or three of the doctors seen give physiotherapy 
in the form of light treatment. 


Information to Specialists 
An overwhelming majority of practitioners send letters 
to consultants when referring patients. I sometimes saw 
the letters. They vary in length ; most are confined to 
a statement of facts and a request for an opinion. 
Most consultants or hospital authorities will not 


accept a patient unless there is an introductory note ’ 


from the general practitioner. Even so, I noticed that 
this, of all the questions asked, was normally answered 
in an affirmative that was almost indignant. 

One doctor had been told that he writes too much. 
Another criticizes his partners for the poor notes they 
write. I saw three who wrote very short and scrappy 
notes, one almost impossible to read. Another could 
not be bothered with a proper letter, for, he said, the 
consultant could find out for himself. He is one of the 
few who send a visiting-card with either their diagnosis 
or the main symptom written thereon. 

One doctor says he attaches “ great importance to the 
letter in the patient’s interest.” He regards it as a pass- 
port to the consultant, which takes away something of 
the patient’s embarrassment and fear. A woman doctor 
expresses herself succinctly thus : “ The better the letter 
I send the better the reply I expect, and get.” 

The forms used by hospitals for general practitioners 
to make out-patient appointments interested me greatly ; 
some serve as the letter to the consultant as well. There 
are several variants. One that is satisfactory to some 
general practitioners is a letter-card, prepaid to the hos- 
pital appointments clerk, which is simple for the practi- 
tioner and preserves professional secrecy by reserving 
the inside sealed part to be used for the doctor’s letter. 
The information required by the clerk is on the out- 
side, and the letter is opened only by the consultant 
himself. The letters and cards used by many hospitals 
have not incorporated this desirable feature, so that it 
is possible for any clinical notes to be read by the lay 


clerks. 
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Administration 
_ Ninety per cent. of practitioners seem to take the 
administrative side of their practices in their stride. 
Some of them complain of the tedium of paper work, 
but they keep on top of it either by the exercise of a 
natural efficiency or by employing a secretary. 

1 saw only five doctors whose enthusiasm for the 
administrative side of practice was such that it was 
almost a hobby. There were five who disliked it 
intensely and were evidently much harassed by it. 

A very large number of the practitioners visited com- 
plained bitterly of the volume of advertising matter 
which arrives daily by post. They wonder by how 
much this excessive advertising increases the nation’s 
drug bill. 


Miscellaneous Duties 


I found that 13% of general practitioners combine 
with their practices considerable activity outside the 
day-to-day care of patients. The single-handed and the 
partners seem to be equal in undertaking such pursuits. 
With partnerships the covering for attendance at medical 
boards—often some distance away—or at hospital 
sessions is much easier. 

Sixty-nine per cent. of general practitioners under- 
take what must be an average amount of work under 
this heading, the commonest forms being life assurance 
examinations and dental anaesthetics. Occasional 
attendance at schools and factories was noted also with 
some frequency. 

About one practitioner in six, usually by his own 
choice, undertakes nothing, or almost nothing, beyond 
the general care of his patients. 

I formed the view that the variety afforded by a 
modicum of extra tasks is of value to the general prac- 
titioner. The man who does none seems less contented, 
and more affected by what has become the humdrum 
nature of the task. There is an optimum degree of 
development of miscellaneous duties, consistent with the 
conduct of a fair-sized practice and with the preserva- 
tion of some degree of continuity of treatment of 
patients. J] think that the practices of some of those 
who do a great deal outside the day-to-day care of 
patients are inclined to lose something of the individual 
touch. 


Non-Medical Advice 


Inquiries under this heading were not quite accurately 
so named. There is much in the way of personal and 
family advice that a general practitioner can and does 
give that is partly medical. It often has a bearing on 
the medical condition, more particularly, perhaps, in 
psychosomatic medicine. So that I directed my inquiries 
to finding out to what extent the general practitioner’s 
advice is sought on matters not purely and entirely 
clinical ; to what extent does the general practitioner 
fill the Tole of guide, philosopher, and friend on the 
non-medical and quasi-medical stage. 

I find that about nine out of every ten regard this as 
a part of general practice. They give advice or help 
when it is asked for by the patient, or sometimes when 
it seems to be necessary. It may vary from writing 
letters for the illiterate to advising about a will. These 
are two examples that I saw in my survey. Of the nine, 
one general practitioner will be specially active on the 


more social side of his patient’s affairs, including activi- 
ties which properly come into the field of social 
medicine. 

The remaining practitioners (14%) do nothing in this 
way. Some have too recently started in practice or are 
still young enough to be regarded as being without 
worldly wisdom. Others avoid giving “ non-medical ” 
advice, saying that it is nothing to do with a doctor, 
that much of it is the job of a lawyer, that doctors have 
been too dogmatic in the past and have talked and 
advised upon matters of which they know next to noth- 
ing. Others say that they or their patients have found 
themselves in difficulties as a result of inept advice ; 
now they avoid a repetition. ; 


Special Interests 

Inquiries regarding special interests and the possibility 
of applying them in general practice were not fruitful : 
51% of practitioners have some particular bent, some- 
times leaning rather definitely towards a specialty : 
65% of these find at least some scope for their interest. 

One says he has no scope to pursue his interest— 
blood counts—because he is not paid for it. Those 
interested in chests and dermatology complained of 
the difficulty of obtaining radiological diagnosis and 
treatment. Time was the factor most often mentioned. 
The interests covered most of the field of medicine and 
surgery. 

The Scope of Practice 


Recent Advances in Medicine 
Of those who have been in practice long enough to 


judge, all but 30% say that the scope of practice has - 


been increased by recent advances in medicine. Nearly 
all mention particularly the treatment of pneumonia wit) 
penicillin and the use of the sulphonamide drugs. One 
practitioner remarks that recurrences and relapses of 
pneumonia occur more frequently ; thus the work is 
not lessened as much as might be expected. 
Approximately 35% contend that the work has in- 
creased from this cause, one saying that this is because 
he prefers to give all injections himself. On the other 
hand, another doctor observes that he now has fewer 
visits with oxygen cylinders to pneumonic patients. 
Three doctors say that their scope has been diminished 
by recent advances in medicine. I did not succeed 
in getting any very satisfactory explanation for this 
opinion. One said that there is now so much more 
that can be done for a patient by the general practitioner 
if only we had fully equipped health centres and beds. 


Increasing Specialization 

Sixty-six per cent. are unaware of any effect of in- 
creasing specialization on the scope and work of 
practice. The small number (9%) who feel there is an 
increase in scope due to this cause are of the opinion 
that more can now be done for patients by referral to 
consultants whose interests lie in a smaller and more 
detailed field. I believe that in giving this opinion they 
really intend the credit to go to the advances in medicine 
rather than to the fact that medicine is becoming more 
fragmented. 

One-fifth find their scope diminished by an increased 
demand by patients for reference to specialists and to 
specialized clinics. There are, they say, so many dif- 
ferent consultants nowadays that there is little of interest 
left for the general practitioner to do. Also, hospital 
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work has been taken away in many instances and the 
general practitioner feels that he is not trusted to do 
things for his patient. He has to think much more 
carefully when deciding to whom he should refer the 
patient. Indeed, he is at a loss sometimes to determine 
who is, in fact, the proper specialist for the particular 
case. 

The most telling cry of those who find the scope of 
practice lessened by increasing specialization is that of 
lack of flexibility of hospital beds. Beds in some 
hospitals are allotted in smaller and smaller batches to 
an ever-growing list of “ ultra-specialists,” thus reducing 
the number of general beds available for “ ordinary ” 
cases. 


Co-operation of Public Health Services 


Only 4% of practitioners have found that the scope 
of their practices has benefited by changes in or in- 
creased co-operation by the public health service since 
the introduction of the N.H.S. A few mention the better 
arrangements made by the medical officer of health for 
obtaining home helps, entry to convalescent homes, or 
invalid chairs. One speaks of the assistance he has 
received in mental and nervous cases. There is appre- 
ciation where pathological facilities are provided by 
the public health laboratory. 

A few find their scope diminished through the treat- 
ment of children by school medical officers without the 
general practitioners being informed. Others say that 
mothers are encouraged by the public health clinics to 
have their babies in hospital rather than at home under 
the care of the general practitioner. In one area—except 
in serious emergencies—patients are not admitted to 
the city maternity hospital unless they have attended 
the antenatal clinic. The general practitioner is power- 
less to arrange an admission. 

Some clinics are said to have encroached considerably 
on general practice. Patients are treated partially at 
clinics, and then, when they have to take to bed, the 
general practitioner is called in and knows nothing of 
what has gone before. One practitioner emphatically 
stated that, whereas he formerly regarded the public 
health service as an encroachment on his practice, now 
that it makes no financial difference he is willing for 
them to share the burden of work. There are others 
whose remarks suggest a like view. 

The points mentioned above are mostly of detail. 
The overwhelming majority have found no effect on 
their practices of any changes in the public health service 
or of increased co-operation. 

It seems appropriate here to introduce the subject of 
relations between the general practitioner and the public 
health medical .officers. There is little sign that the 
introduction of the N.H.S. has brought about any change 
in the relationship between the general practitioner and 
the officers in the public health service. Forty per cent. 
report little or no contact with the service, and 41% 
that relations are satisfactory. The word “ satisfactory ” 
is not used in the sense that perfect or near-perfect 
liaison exists between the two branches of the pro- 


“fession. By so describing the situation many of the 


doctors merely mean that they have no complaint and 
that on the rare occasions when they have asked some- 
thing of the medical officer of health they have got 
it. Of the remainder 9% consider their relations to be 
unsatisfactory. 


On the “satisfactory” side I heard how general 
practitioners had been actively helped by the medical 
officer of health in handling dysentery outbreaks. About 
one-half say the school medical officers now write to 
general practitioners and give them the opportunity of 
arranging for consultants’ opinions when required, in- 
stead of doing it themselves without passing on the 
information. In a few cases improved relations are 
attributed to a change of medical officer of health, in 
one to the fact that he is now full-time instead of one 
of the local general practitioners. As an example of 
the other side of the picture, a general practitioner in a 
large city complained that the medical officer of health 
had announced in a newspaper that he was in close touch 
with the general practitioners and that all was prepared 
in the event of an epidemic breaking out. The general 
practitioner states that no such contact in fact exists. 
Then, again, while the general practitioner was strenu- 
ously overworking in the influenza epidemic of January, 
1951, he was disgusted to read a statement by the 
medical officer of health that there was no epidemic 
in the city. 

One general practitioner, in the middle-age group, 
gave me the impression that he knows nothing about the 
public health service. He reported that the sanitary 
inspector was good for disinfection, and that was all 
he knew. One complains that his medical officer of 
health is interested only in vaccination returns, while 
another says that the general practitioners in the area 
have found it necessary, when anything was required 
of the medical officer of health, to band together and 
approach him as a deputation. 

I heard a good deal of criticism of the clinics and the 
medical officers working in them. These latter are 
said to exercise insufficient care when advising patients, 
and mothers, to go home and call in the general prac- 
titioner. Patients having some slight disability or some- 
thing that calls for no more than an ordinary message 
to the general practitioner are given the impression that 
they must’ ask the doctor “to come at once.” It is 
complained that there is little appreciation by the 
doctors in the clinics of how disrupting such unneces- 
sarily urgent messages can be to a general practitioner’s 
work. 

‘The explanation may well be that the clinic doctors 
are unaware of how liable the patient is to be misled 
by what is said, or to exaggerate the seriousness of a 
complaint or illness, especially of their children, and 
do not word their advice accordingly. 

Quite often I heard criticism of the work of the 
clinic doctors. This greatly disturbs the general prac- 
titioner, especially when he is unaware that the patient 
is under treatment at all. Some complain that the 
clinics treat the patients up to a point and then send 
them to their own doctor to “ clear up the mess.” Other 
general practitioners say that they get many notes such 
as “Rash: please treat,” or “Temp.: please treat.” 
Some feel that the clinic doctors should be allowed to 
prescribe some of the simpler remedies under the N.HLS. 
Others resent the fact that another doctor, unknown 
to them, should be treating their patients. They object 
to being sent for when the child, who has been for 
several days under treatment for a running ear at the 
clinic, has to be kept at home on account of a tempera- 
ture. The general practitioner knows nothing of what 
has gone before. Complaints on these lines were 
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commonly met with. I think they spell only one thing— 
a deplorable lack of contact eemeeed the two branches 
of the profession. 

Some do not mind a certain amount of encroachment 
by the clinics, because they are only too glad to shed 
part of the burden on someone else, and they readily 
admit it. But the majority prefer to treat their patients 
themselves. 

Many feel that the clinics are not necessary. One 
says that the public health service is redundant so far 
as individual medicine is concerned. One medical 
officer of health had told a general practitioner that he 
was not interested in individuals. Some feel that the 
medical officers of health overlook the general prac- 
titioner’s circumstances ; for instance, when they send 
a request to him to vaccinate a child without sending 
a parallel notification to the parents to instruct them 
to get in touch with the doctor. 

I found some confusion of thought among a few 
general practitioners about the responsibilities of the 
public health service. For instance, some seemed still 
to think that chest physicians were responsible to the 
medical officer of health and blamed him for situations 
which were not within his control. A general prac- 
titioner sent a case to the chest physician. He heard 
nothing more until he discovered later that the district 
nurse was giving streptomycin and P.A.S. He believed 
that the public health service was at fault in allowing 
this to happen without his being informed. I had 
several complaints of the existence of that mystic attri- 
bute “the official mind.” There were complaints of 
delay, such as one of 48 hours in seeing a case of 
pediculosis. The general practitioner finds it difficult to 
understand such delays. 

Undoubtedly the best relations with the public health 
service are found where the general practitioner himself 
is doing part-time work in a clinic in that service. It 
has the double advantage of his getting to know the 
public health medical officers, and of his being able to 
make them see his point of view and appreciate some 
of the important points of general practice. 

Elsewhere, and this covers most places, the general- 
practitioner service and the public health service are 
miles apart, with the result that both are becoming less 
effective. General practice is so wide a field that it 
can get along without the clinic side of the public health 
service. This is not to say that it would not benefit 
from closer co-operation. 

From my observations I believe that the clinical side 
of public health work will not reach maximum useful- 
ness unless and until it is brought much more closely into 
contact with general practice. It should be at least as 
closely allied to general practice as is the district nursing 
service. 

It has been pointed out that the information required 
by public health medical officers for the performance 
of their duties is possessed by the general practitioner. 
Often there is a barrier between the two branches which 
can be made less formidable only by the co-operation 
of the medical officers of health on the one side and, 
on the other, by the general practitioner overcoming his 
existing resentment of the public health service, which is 
largely due to past errors and misunderstanding. 

The medical officer of health needs the good will of 
the general practitioner, and it is necessary for him 
and his assistants to set out to obtain it. The general 


practitioner needs to understand, too, that the public 
health service can mean co-operation and help instead 
of duplication and intervention. 

During my investigation I found almost no evidence 
to suggest an enlightened attempt, either by the public 
health medical officers or by the general practitioners, to 
co-ordinate the public health service and the general- 
practitioner service. 


Public Education in Health 


“* Our Medical Correspondent’ has done much harm”: 
“Press articles tend to panic patients”: “They have too 
much ‘little learning’ and get confused ”"—these are some 
of the views expressed by 39% of the general practitioners, 
who find their patients made more sensitive, more 
“ neurotic,” by press articles and radio talks on health 
matters. Some describe it as “ public education in disease.” 
Increased surgery attendances, including demands for drugs 
mentioned, are spoken of as common consequences. 

One doctor believes that many patients* are discouraged 
from going to the doctor because they attach to some of 
the commonest of symptoms the fear of early cancer that 
has been instilled into them. Another feels that, although 
patients are more sensitive, further efforts at enlightenment 
are worth while. Another disapproves because patients’ 
hopes of cure are raised too high. He feels that it is 
better for patient and doctor that the art of medicine should 
remain something of a mystery. 

Most practitioners agree that this affects patients in 
different ways according to their type: 35% say it has no 
effect upon patients ; and only 13% feel that as a result of 
public education in health patients are more sensible in 
their approach to their illness and to their doctor. 

There is considerable divergence of opinion regarding the 
desirability and the effectiveness of these approaches to 
the public, which rather suggests a need for examination of 
some of the methods used. Perhaps also it suggests that 
there is a line of demarcation between the use of a medical 
article which does not rise above the suspicion of being 
a publicity stunt and the genuine attempt to improve the 
patient’s well-being and state of mind by acquainting him 
with enough knowledge to understand something of disease 
processes and to achieve a sense of proportion in these 
matters. 


Effect of N.H.S. on Scope of General Practice 


Forty-five per cent. of practitioners applaud the fact that 
their scope in practice has been widened by the introduction 
of the N.H.S. Not all of these applaud, or even like, the 
N.H.S. itself; but on one point they are clear—that they 
can do more for their patients. 

They speak with relief of being able to prescribe what the 
patient needs and to visit him as often as the condition 
requires, free from the inhibitive consideration of the 
patient’s purse. 

The opinion was expressed to me that, because of the 
costly new drugs and treatment essential to modern practice, 
the N.H.S. came in the nick of time. Most doctors are, 
from this point of view, glad of it. 

It is doubtless true that, in the past, essential visits were 
always made and often not charged for, but the patient no 
longer needs to be anxious about the size of the doctor's bill. 
The general practitioner welcomes this. He welcomes also 
the removal of the financial bar to the calling in of a 
consultant to a consultation in the patient’s home. : 

Other things, such as the stabilizing of a diabetic, can be 
obtained more easily. There are even a few practitioners 
who find that the waits for out-patient appointments are 
shorter. 

A considerable number say that the summer and the 
winter work have evened out more ; advances in medicine 
keep the winter work down while the “ free” service keeps 
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the summer work up. Nearly all say that actual night calls 
are fewer but that the number of calls received after the 
practitioner has set out on his round, and also in the evening, 
is greatly increased. 

The small number (15%) who say that the N.H.S. has 
diminished their scope proved rather a puzzle. For example, 
there are several who say that their scope is less because 
“I no longer do minor surgery,” or “I send work to 
hospital now.” Although the time factor (or “ lack of time ” 
factor) was quoted as the reason, I was unable to discern 
any marked difference in the demands made upon these 
practitioners and upon those who customarily undertake 
minor surgery. Some say their scope is diminished because 
they will not do minor surgery without special payment 
beyond the capitation fee, and these are not necessarily 
always the ones whose income has become smaller under 
the N.HS. 

Some who formerly did major surgery find their scope 
diminished by being no longer permitted to do it. Some 
have had other forms of hospital work taken away from 
them. The demands of the patient for hospital and 
specialist treatment are blamed for reducing the scope of 
practice. One doctor summed up these feelings by remark- 
ing that the N.H.S. tends to inhibit the desire to do more 
for the patient. Significantly the practitioner who made 
this remark showed no signs of any such inhibition. 

About a quarter of the practitioners say that the N.H.S. 
has made no difference to the scope of their practices. 


Midwifery , 


General practitioners seem to be divided into approxi- 
mately equal thirds in their attitude to midwifery: one-third 
dislike midwifery, and have discontinued it entirely or are 
anxious to cut it down to a minimum; one-third are not 
very attracted to midwifery, but, feeling that it is a necessary 
part of the practice, do some; and one-third are keen on 
midwifery, regarding it as an essential part of general prac- 
tice and endeavouring to do as much as possible. Attend- 
ance at the actual delivery is not, of course, obligatory, 
and a number of practitioners, even in this last category, 
do not find it necessary to attend the delivery in all cases. 


Most of the doctors said that they see patients far more 
often than twice before the confinement, as is required by 
the regulations, many reverting to their pre-Service custom 
of monthly and, later, fortnightly examinations. Some find 
that not having to attend the delivery does, at least, enable 
them to cope with increased demands in other fields. 

A vicious circle seems to be operating. There is a 
danger that the general practitioner will do less and less 
midwifery. Some fear that the practice of midwifery will 
be wrested out of his hands altogether. In most areas more 
mothers are having their babies in hospital. The reasons 
are economic and domestic as much as clinical. Then there 
is a tendency for midwives to deliver women at home in 
the absence of the general practitioner. He is less in demand 
because of the entry into hospitals, and in some areas be- 
cause midwives and antenatal clinics encourage patients not 
to employ the general practitioner. Thus he is getting less 
and less experience in midwifery, which is building up the 
argument that he should not undertake it. 

At present there is little pulling together in the matter. 
Misunderstandings occur and jealousies are aroused. The 
solution would seem to lie in the improvement of the 
local co-ordination between the general practitioner, the 
midwife, and the local authority, with the consultant and 
hospital service behind them ready to assist where neces- 
sary. 


Relations with Midwives 


‘Though nearly all practitioners are fairly well satisfied 
with their relations with midwives there are some indications 
of deterioration. So much seems to depend on the person- 
ality of the midwife and of the practitioner himself, but 
here and there I heard of lack of co-operation. 


Suspicions were expressed to me that a B.B.A. (“ Born 
before arrival”) is occasionally deliberate ; and there were 
a few complaints of the midwife failing to notify the general 
practitioner until the day after the labour. 

Some midwives appear to resent the general practitioner’s 
having anything to do with midwifery. One says that the 
midwife takes booked cases from him by persuading the 
patients not to attend at his surgery for antenatal examin- 
ation. 

A small proportion of general practitioners have expressed 
a fear that some midwives are anxious to supplant the general 
practitioner in the midwifery service. The general prac- 
titioner knows that he can complain when his instructions 
to be called to a case are flouted, as happens in some cases 
and with some midwives. But he is reluctant to do so, 
for -he knows that the midwives are in a strong position ; 
some are even suspected of favouring an opposition doctor. 

Some general practitioners are anxious about this situation. 
They feel that now and again the midwife tries to take on 
too much clinically in her efforts to draw the practice of 
midwifery to herself, to the exclusion of the general practi- 
tioner. 

One practitioner’s real anxiety was that the tendency not 
to send for the doctor was developed to such an extent that 
he could not give his trainee assistant any experience in 
midwifery. 


(B) PROFESSIONAL RELATIONSHIPS 


Relations with Neighbouring General Practitioners 


Most practitioners (70%) report that their relations with 
neighbouring practitioners are good, improved, or satisfac- 
tory. The word “satisfactory” is used broadly. It some- 
times means no more than a wave of the hand as their cars 
pass, and an absence of any difference between them. As 
often as not there is no occasion for anything more than 
this to develop ; or if occasions do present themselves the 
doctors are too busy or uninterested to turn them to good 
account. 

The question on this aspect was asked largely because 
of a suggestion that the N.H.S. had encouraged com- 
petition for patients by unethical means. Where this was 
mentioned it was usually related to the period immediately 
before and after the introduction of the N.H.S., and is 
reported to have now disappeared. Here and there (about 
5%) suggestions were made that unethical practices stiil 
continued. 

What is more significant is the frequency with which 
single-handed practitioners, while pointing no finger of 
accusation, feel so unsure and suspicious of their colleagues 
that they are reluctant to co-operate with them, for instance, 
in the working of a rota. It is not a question of bad 
relations ; it is a suspicion of one another hindering the 
establishment of good relations. Such single-handed doctors 
are perceptibly more anxious and less contented in their 
work, especially in the well-doctored areas. Where partner- 
ships exist there is little anxiety on this score. 

On the brighter side of the picture are reports of a 
decreasing tendency to unethical conduct, of the improve- 
ment of co-operation by formation of local general-practi- 
tioner associations, or regular (bimonthly) drawing-room 
meetings of groups of doctors, and of the formation of 
rotas. These are the result of attempts to overcome prob- 
lems presented by the N.H.S., Improvement in relations 
has invariably resulted. The practitioners concerned are 
delighted and find the innovations valuable in every way. 

A good example of improved relations exists in a small 
industrial town where the four doctors were in opposition 
to each other. The practitioner visited persuaded them all 
to join in partnership, the better to meet the problems 
introduced by the N.H.S.. A sound and happy partnership 
had resulted. I saw a similar result where the practitioners 
had started with a rota system and developed it into a 
partnership. 


re 
ti 
ca 
7 
— 

su 

fe 

th 

de 

Ki 
to 

fc 

re 
al 

se 
to 

vi 

as 

bi 
— 

i 

{ 

~ 

m 

| o1 

| ne 

TI 
“ 

fr 

wi 
th 


RNAL 


Born 
e were 
yeneral 


ioner’s 
at the 
ng the 
Kamin- 


ressed 
reneral 
prac- 
ictions 
Cases 
Jo so, 
sition ; 
loctor. 
lation. 
ke on 
ice of 
practi- 


not 
that 
ice in 


SEPT. 26, 1953 


FIELD SURVEY OF GENERAL PRACTICE 693 


The General Practitioner and the Consultants 


Sixty-seven per cent. of practitioners declare that their 
relations with consultants have not altered since the incep- 
tion of the N.H.S., and a large majority consider them to 
be fairly good, though often with some reservations. 

The sort of reservation frequently made is, “ So long as I 
can select my consultants all is well.” Some consultants 
regard the general practitioner as a nobody ; while one young 
general practitioner finds that the younger consultants are 
more approachable and more helpful. Many feel that con- 
sultants regard themselves as superior beings. One expressed 
well the feelings of several when he said that the younger 
consultant is on the defensive in order to conceal an in- 
feriority complex. He does not like to acknowledge that 
the more experienced general practitioner knows a great 
deal. It is complained that the younger consultant has no 
knowledge of the general practitioner, his work, or how 
to treat him, and that a gap is forming partly because the 
consultant no longer depends upon the general practitioner 
for his living. 

Many practitioners, while still able to maintain excellent 
relations with consultants they have known for many years, 
are frightened by the gap forming between them and the 
younger consultants. Deterioration is feared when the 
senior consultants are replaced by younger men who seem 
to feel superior to the general practitioner. 

Some find improvement of relations arising out of the 
more frequent meetings with consultants on domiciliary 
visits, From several quarters, though, I heard complaints 
that consultants were so busy concentrating on other duties 
that the patients referred to them at hospital were seen, 
as often as not, by registrars and house officers. General 
practitioners feel some frustration when they are unable to 
get the opinion they want. 

I tried to find out to what the general practitioners attri- 
bute any gap that is forming between these two branches 
of the profession. 


Exclusiveness of Specialties 


Only a small number (18%) feel that the increasing ex- 
clusiveness of specialties is causing a gap; 45% had no 
comment to make ; while 37% were of the opinion that this 
was not a cause. One said that the general practitioner has 
to watch that the specialist does not miss things that are 
outside his field. For example, he sends a patient who is 
hoarse to hospital for investigation and learns he is ad- 
mitted under the E.N.T. surgeon, laryngoscoped, and dis- 
charged as fit. On having the chest x-rayed a week later 
extensive lung disease is shown to be present. Though it 
may put the general practitioner on his mettle, he finds it 
more difficult to select his consultant, and feels that the “ tin- 
god” attitude is encouraged by over-specialization. A 
general practitioner, with experience of house-physicians who 
refused to see surgical cases in the casualty department, 
was alarmed about future rifts that might appear. 


Personal Contact with Consultants 


Only eight practitioners feel that the absence of personal 
contact with consultants is causing a gap to develop. Most 
meet the consultants from time to time at domiciliary visits 
or at medical meetings. The frequency of meetings is usually 
not very great—a few times a year, perhaps. Twenty-three 
practitioners have little or no contact with consultants. 
These include four who do not seek it. Another says he 
hardly knows the consultants, who are 12 miles distant, and 
feels there is a gap between them and him. Two say they 
“have no time for consultants.” 

The very large majority would agree with the practitioner 
who told me he “likes to travel to a consultation in the 
consultant’s car, for it gives me an opportunity to obtain 
from the consultant much valuable information.” Of those 
who were in practice before the N.H.S. 90% formerly met 
the consultant at domiciliary consultations. The proportion 


now is 94%. There are probably many more such consulta- 
tions nowadays. Almost all practitioners are anxious to 
“be there,” but a few definitely place little value upon the 
meeting. One says he refuses to have the one consultant 
in the area who insists on the general practitioner being 
present. Some say the consultants prefer to “drop in in 
their own time” and not to make an appointment which 
the general practitioner can keep. 

Only 9% of practitioners find it possible to meet consul- 
tants in out-patient departments (before the N.HLS. the figure 
was 12%). In almost all of these cases there are facilitating 
circumstances, such as a local hospital to which the general 
practitioner has entry or where he is a co-member of the 
staff with the visiting consultants. In others the visits are 
necessarily only occasional. On the whole, general prac- 
titioners find that such attendances are quite impracticable 
because of a clash of times. Some feel that they would not 
be welcomed if they were able to attend. 


Separation of Postgraduate Training 

Nowadays a man who wishes to become a specialist is 
more or less bound to set his course in that direction im- 
mediately on qualifying lest he fail to pick up a favourable 
wind to take him to his goal. He cannot afford, as form- 
erly, to spend time learning something of the hazards of 
general practice before setting out. He must, in order to 
be sure of reaching consultant rank, proceed with little 
or no knowledge of general practice. Forty-one per cent. 
believe that this plays a part in separating the general prac- 
titioner from the consultant. I personally believe that there 
has not yet been time for this factor radically to affect the 
relations between them. 

It was made clear to me that a large proportion of the 
practitioners, while quite happy with the consultants they 
have “used for years and still meet,” are fearful of what 
relations will be like in the years to come, when many 
consultants will have had no general-practitioner experience. 
Several remarked upon the lack of understanding of the 
general practitioner by consultants who have not been in 
general practice. Others put it the other way round : that 
one can tell which consultants have done general practice, 
and that these are the best, at any rate from the point of 
view of the general practitioner. It is generally also thought 
by these general practitioners that such are the best from the 
point of view of the patient as well. Those without general- 
practice experience have no appreciation of how patients 
live, so that their approach to the patient suffers, and they 
make recommendations which are not practicable outside 
hospital. 

One practitioner has the impression that the young con- 
sultant is too interested in the scientific side and does not 
handle patients well. He talks tactlessly in front of them. 
One feels that their not having had experience of general 
practice adds to “their feeling of superiority.” Another 
put it this way—that consultants should have occasional 
courses from general practitioners in the same way as general 
practitioners do from consultants. Another says that a 
consultant with no knowledge of general practice is of no 
use to him. 

Twenty-three per cent. said that all consultants should 
have some general-practice experience as part of their 
training, and 5% thought that it was unnecessary. Two 
felt it was necessary only for the general consultant, as 
opposed to what they were inclined to call the “ technician 
type.” One of these thought it was essential for psychia- 
trists also. I was told that for consultants to have experience 
in general practice is necessary for the advancement of 
medicine. 

Rather similar arguments and opinions for and against 
were obtained when discussing the lack of opportunity for 
the general practitioner of to-day to graduate, in the fullness 
of time, into consultant status. One said that even if there 
were opportunities the general practitioner would be up 
against such specialized competition that it would not be 
worth it. 
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Separate Administration 

Only about 10% feel that a gap is being caused by the 
entirely separate, and to the general practitioner remote, 
administrative arrangements—the executive councils for 
the general practitioners on the one hand, and the regional 
hospital boards for the consultants on the other. Some 
remark that the general practitioner has no channel through 
which he can make criticisms or suggestions regarding 
hospital treatment or services. One practitioner feels that 
the administration is untidy and that there should be one 
unit of administration for both consultants and general 
practitioners. In a number of places I was told that no 
trouble was likely to occur, because some doctors were 
on both the local executive council and the regional hospital 
board. 

Though perhaps the figures do not underline it, in far too 
many areas a hedge is growing between the general prac- 
titioner and the consultant. The seeds were probably there 
before the N.H.S. Outside factors, some necessary and some 
unnecessary, appear to have given a fillip to their develop- 
ment. 

The eye of the newly qualified doctor who wants to be 
a specialist is of necessity, and in the current fashion, fixed 
upon the material aspect of his career, and sees any chance 
of experience in general practice only as a likely obstacle 
to the achievement of his ultimate goal. 

This struck me as an unsatisfactory, not to say dangerous, 
state of affairs, likely in the future to produce frustration 
in the general practitioner, to diminish the value of the 
consultant, and thus react unfavourably upon the patient. 
I liked the plan of one of the general practitioners whom 
[ visited ; he makes a practice of asking the house officers 
in the local hospital to spend a day with him from time 
to time in his practice. He finds they welcome it and 
return to their hospitals much enlightened. 

Twenty-eight per cent. complain of failure by the consul- 
tant to ensure that the general practitioner receives a prompt 
report on the patient referred. In addition to these an 
equal number, while not complaining, receive reports only 
after a long interval. They seem to be satisfied that they 
receive reports at all. Twelve per cent. say they feel that 
the younger consultant, particularly, overlooks the interest 
of the general practitioner in his patient. I heard few 
complaints of patients being seen by consultants without 
reference from the general practitioner. There is little 
increased tendency among patients to approach consultants 
direct, and usually when it does happen the latter are 
careful to communicate with the general practitioner. Only 
in one town did I find any serious complaint, and this from 
two or three practitioners about more than one consultant. 
One quoted an instance in which a patient of his was seen 
by a physician, referred by him to a surgeon, admitted to 
a nursing-home, and operated upon without the general 
practitioner knowing anything about it. While being a 
fairly common occurrence in this one town, it must be 
—" that such things are almost unheard of else- 
where. 

The suggestion that consultants and general practitioners 
should be under the same or a closely integrated adminis- 
tration would no doubt give rise to many objections, and 
might almost be regarded as revolutionary. Nevertheless, 
I came away from my investigations with a feeling of which 
I could not rid myself. This is that the separate administra- 
tion of the various parts of the medical profession hampers 
the efficiency of the medical services and detracts from the 
value of the service to the one for whom it exists, the 


patient. 
Public Health Medical Officers 

Relations with public health medical officers have been 

discussed earlier in this report. 
District Nurses 

No practitioner has any complaints about the district 
nurses. Those who commented were full of praise of their 
efforts. One suggested that they all ought to have the 
George Cross. 


It appears from remarks made by a number of general 
practitioners that they are using the district nursing service 
a great deal more than formerly. Much in the way of 
injections (penicillin, streptomycin) is being done by the 
district nurses. This is usually because the pressure of 
work on the general practitioner is so great. In some | 
detected what I thought was rather too much readiness to 
delegate these tasks. In most cases it arises from the fact 
that the nurse is visiting the patient daily, anyway, and it 
is thus no hardship to ask her to give the daily injection. 


Relations with Health Visitors 


Seventy-two per cent. of the practitioners whom I asked 
(I did not introduce this subject until I had seen about 40) 
have no complaints about health visitors. Neither were 
there any reports of co-operation worthy of notice. Some 


-of these have no knowledge of health visitors’ activities. 


Twenty-eight per cent. complain bitterly about them. Some 
regard them as a waste of nursing man-power. 

The complaints heard are mostly of interfering with and 
instituting treatment and of giving advice outside their sphere 
without consultation with the general practitioner, and of 
frightening patients. Mothers are advised to stop breast- 
feeding—one on account of pain in the breast due to en- 
gorgement. One health visitor threatens mothers that their 
children will develop rickets if they do not take cod-liver 
oil; another tells mothers that their children have some 
disease or that they need operations. 

Then they promise early admission to sanatoria, which 
the general practitioner knows is next to impossible. The 
general practitioner probably gets some of the blame for 
not seeing that the health visitor’s promises are carried 
through. There is criticism sometimes of the general prac- 
titioner’s treatment, and remarks like, ““ Your doctor should 
have prescribed so and so.” There is too much prying into 
how the doctor is treating the patient and too much talk 
of the illness of neighbours, colourfully expressed, which 
frightens patients. 

These complaints point to an unsatisfactory state of affairs. 
Better co-operation with the public health services would 
surely change this situation, to the patient’s advantage. I 
have seen an experimental practice in which health visitor 
and general practitioner work closely together and have 
a daily conference. The benefit to the patient inherent in 
this mutual assistance is at once apparent to anyone who 
has attended such a conference, as I was privileged to do. 


(C) THE GENERAL PRACTITIONER AND HOSPITAL 
WORK 


Since the inception of the N.H.S. there has been a drop 
in the proportion of general practitioners doing any form 
of hospital work. Of the practitioners seen, only 28% had 
done hospital work before the introduction of the N.HLS. ; 


the proportion now is 20%. In the towns 23% did hospital’ 


work formerly, now only about 16% do. In the country 
38% of the practitioners used to do hospital work, and 
even now 30% do. 

A number, though still doing some work in hospital, 
resent having had their scope reduced. One says he is 
restricted to doing four tonsillectomies a week, even in the 
face of a growing list of patients needing that operation. 
Others were formerly on the staff as surgeons, whereas now, 
although they have the use of general-practitioner beds, they 
are not permitted to do surgery. 

Another point of view was expressed by the man who said 
that the N.H.S. had brought him to the point where he 
had either to become a specialist or to give up any sort 
of hospital work. Others feel that they are being steadily 
pushed out. The stock example of this is the general prac- 
titioner who formerly did all the anaesthetics at the local 
hospital. Now specialist anaesthetists are being appointed. 

Most of the hospital work referred.to consists of the 
use of general-practitioner beds in hospitals. Not all prac- 
titioners mind not having such beds. Many general 
practitioners in industrial areas have never been used to 
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having hospital beds and have hardly considered the matter 
as a practical proposition. Thus, only one-third of the 
urban practitioners having no hospital work or beds feel 
that their practice suffers in any way because of it. Nearly 
half of the country doctors feel that their practices would 
be better off for having hospital beds. 

The arguments put forward against having beds are that 
they are unnecessary ; that it means “too many cooks” ; 
that a “lot of rubbish” is talked about the need for beds ; 
that there is not time to use them properly in the face of 
the additional work arising out of the N.H.S. One prac- 
titioner says that, while he welcomes the possibility, he feels 
that the provision of an adequate number of beds in 
general hospitals is of far greater importance. 

A town practitioner says that the taking away of general- 
practitioner beds is most damaging to general practice. Be- 
cause of it the general practitioner of the future will be a 
less good doctor. Another says that the provision of 
general-practitioner beds would help to overcome his feeling 
of professional isolation. 

To sum up, the urban practitioners do not seem to have 
any great enthusiasm for beds, except in the smaller towns 
where beds have been taken away from them. The country 
doctors are rather more interested so long as they are not 
placed so far from the hospital that their being on the staff 
would interfere with their ordinary visiting rounds. In 
discussing this problem the question of insufficient time 
kept cropping up. A number feel that the idea is a good 
one, and to the benefit of general practice, but are doubtful 
of being able to spare the time for its proper development. 


Clinical Assistantships 

Four out of every five favour the suggestion that general 
practitioners should be permitted to do clinical assistant- 
ships in hospitals. Most of them stipulate that time should 
be made to enable them to do it, or that the appointments 
should be paid. These two provisos are probably closely 
allied. There were some practitioners who, although inter- 
ested, stated that the burden of work was such that they 
might find it difficult to accept such an appointment, even 
for one session a week, and at the same time continue to 
give their patients adequate service. The position would 
obviously be easier in partnerships where the partners were 
co-operative and would not all wish to undertake clinical 
assistantships at the same time. 

A number expressed the view that it would be economi- 
cally possible to take up a clinical assistantship only if no 
diminution of income were involved. 

Some expressed the opinion that such appointments would 
be valuable for younger men only, say up to the age of 
40. One says he would like to do it, but feels he would 
not be made welcome and would be looked down upon by 
the hospital staff. This mode of expression, which again 
points to the gap between consultant and general prac- 
titioner, kept cropping up in various guises during the whole 
of the survey. 

Another favours clinical ostunsuniiien. not mainly be- 
cause of the clinical value, but more for the advantage it 


_ would bring of close contact with the consultant world. 


Another says it should be compulsory for all practitioners 
at intervals. 

Those unfavourable to the idea think that a general prac- 
titioner should stick to general practice, that if he did his 
work properly he would have no time. Some feel that it 
would be worthless because clinical responsibility would not 
be given; that it would not help because it would be 
specialist cases, not general-practitioner cases, that would be 
seen ; and that what the general practitioner requires much 
more are general-practitioner beds in a local hospital. 


(D) HOSPITAL FACILITIES 
Fifty-two per cent. of the practitioners visited feel that 
practice is obstructed by the inadequacy of hospital services. 
The inadequacy refers to quantity rather than quality, and 
is of course closely bound up with staffing and accommo- 
dation. 


Waits for Out-patient Consultations 


According to 60% of doctors the average wait for con- 
sultations is two to three weeks ; only 10% can expect their 
patients to be seen in a week or less. Eight per cent: 
find two months or longer to be the expected wait for an 
appointment unless the practitioner marks the case urgent. 
Most practitioners say they do this only in cases in which 
delay would harm the patient. 

Opinions vary on what length of wait constitutes an 
obstruction or interference with the conduct of the practice. 
Some regard three weeks as too long, others are content. 
Just over 20% complain of obstruction. 

Some say waits are long only for certain departments. 
The orthopaedic departments undoubtedly lead the field in 
occasioning lengthy waits, while usually E.N.T. and psy- 
chiatry tie for second place. 

With psychiatry, of course, hurry is impossible. Some 
general practitioners feel that the E.N.T. specialists would 
be freer to see patients more quickly and to advise and 
operate on the more complicated cases if general prac- 
titioners were once more allowed facilities for operating on 
tonsils and adenoid cases. The long delay (two years or 
more) for tonsils and adenoid operations is such a common 
cry among general practitioners as to provide material 
for a music-hall joke. Many general practitioners who 
formerly undertook this work are no longer allowed 
to. They are not paid, and hospital facilities are denied 
them. 

The long wait in orthopaedic departments was sometimes 
attributed to the inability of many of the specialists to trust 
the general practitioner to keep an eye on the patient. 


Waits for Admissions 


Whereas the greater proportion of doctors visited have 
constantly with them the bogy of long waits for beds for 
their patients, only in rare instances did I hear complaint 
that the admission of a suspected early cancer case was 
so delayed as to jeopardize the possibility of a cure by 
early treatment. 

The satisfied practitioners are well content if their “ cold ” 
surgical cases are admitted within three months of their 
first being seen by a consultant. All agree on the necessity 
for maintaining a priority system for admission. For simple 
hernia, for example, the clerk can wait, while a high degree 
of priority is given to the collier. 

About 70% of the doctors report that the “ normal” 
length of wait for admission for non-urgent cases is six 
months or more. A few are able to get any type of case 
into hospital within a week because beds are available and 
the turnover is rapid. Yet one general practitioner told 
me that the surgeon to whom he refers his patients has 
ten patients waiting for each of his hospital beds. General 
practitioners who are on hospital staffs or in close touch 
with consultants find things easier. 

Several mention that they are driven to using the domi- 
ciliary consultation service at times as a method of ensuring 
that patients are admitted to hospital. This applies rather 
more to emergency admissions, when it is used as a last 
resort. Fourteen per cent. of practitioners find serious diffi- 
culty in obtaining emergency admissions—12% of country 
doctors, and more than 14% of town doctors. Considering 
all that has been heard publicly about this problem, the 
number of practitioners reporting difficulty seems surpris- 
ingly small. The reason almost certainly is that where 
difficulties do exist they are usually very great. 

Where an Emergency Bed Service operates I found a fairly 
consistent volume of praise for it. Admission is not always 
obtained by this means, and the service sometimes seems 
to be awkward. Nevertheless most practitioners find it 
infinitely preferable to the position of the country doctor 
who told me he “sometimes has to try four hospitals, each 
20 miles away,” or of the one who sometimes has to “ go 
on his knees,” or of him who has to spend an hour tele- 
phoning. 
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The Emergency Bed Service does not escape criticism. 
Several practitioners resent being asked to tell a lay clerk 
the temperature of a patient in whom he has made a diag- 
nosis of acute appendicitis requiring admission to hospital. 
There are similar objections to “viva voce examinations ” 
by house officers and questions such as, “ Have you felt the 
pulse ?” There seems a lot to be said for the principle 
that if a general practitioner has decided that admission 
to hospital is urgently necessary then the job of the Emer- 
gency Bed Service should be to find a bed and not first to 
decide whether or not a bed should be found. Presumably 
the Emergency Bed Service clerks ask certain questions 
(described as “impertinent” and “silly” by several) be- 
cause they in their turn are asked these same questions by 
hospital officers. 

Anyone who has had experience as a house officer knows 
that each area has its small quota of general practitioners 
who are adept and practised at obtaining urgent admission 
to hospital for patients whose clinical condition does not 
warrant it. Nevertheless, only those with experience of 
general practice can realize what a tremendous relief of 
anxiety there would be for general practitioner, patient, and 
relations if hospitals were to agree to see any patient whom 
the general practitioner regarded as urgently requiring ad- 
mission. It would be for the hospital to admit him or to 
arrange his admission to another hospital unless the general 
practitioner was considered, by a doctor who had seen the 
patient, to be mistaken. The small number of offenders 
found to send cases frivolously and frequently could surely 
be dealt with tactfully by a quiet approach from a doctor 
connected with the hospital. 


Admission of Aged and Infirm Sick 


Long waiting for admission to hospital for the aged and 
infirm sick, and for old people, is almost a universal prob- 
lem. Eighty per cent. of practitioners complain of the 
difficulties. Country and town are equally bad. Such 
expressions as “very bad,” “hopeless,” and “very time- 
consuming fixing them up” were evoked over and over 
again. Some describe the position as desperate and frustrat- 
ing ; the relieving officers who used to do such a wonder- 
ful job have disappeared. Particularly worrying has it 
proved where the local Poor Law hospital has been turned 
into a general hospital. One doctor said it was not sur- 
prising there is a problem: there are now 35 beds for 
chronic sick in his area, where formerly there were hundreds. 
Several told me that many on the waiting-list die before 
they are sent for. 

I was told of a medical superintendent who visits the 
home of every patient who is proposed for the waiting-list. 
He examines the patient and assesses the degree of priority 
or urgency of the case. The admission list is maintained 
accordingly. The effect is said to be to make each general 
practitioner feel that his patient is being given the same 
chance of admission as the patients of other general prac- 
titioners, and that the worst cases stand the best chance. 
This method is thought to be fair and to deal with the 
problem on the right lines. The practitioner who told me 
of this is far less harassed than most others. 

Another complaint I heard was of the unwillingness of 
the young people of to-day to care for their old folk. In 
several houses I visited this was apparent. I got the im- 
pression that some of the young couples, trying to con- 
centrate on making and keeping a pleasant home for their 
families, are vaguely frightened of the possible effects of 
the home being centred round a chronic invalid. They 
are persuading themselves that the old people would be 
looked after better in hospital. The enormous increase 
in the numbers of old people has created an immense 
problem. 

Housing conditions do not permit an easy solution, and 
lack of hospital beds prevents the most obvious solution. 
The result is that four out of every five general practitioners 
are daily grappling with this problem and are bearing a 
very large proportion of the burden of it. Others are 


grappling, too, but the general practitioner and the district 
nurse find themselves in the hottest part of the fight, and 
with next to no weapons. 


Tuberculosis 

Another almost constant worry is the long wait for sana- 
torium beds. Only 23% say that waits are not long; 7% 
have no experience or make no comment. The remainder 
are finding that their tuberculous patients have to wait many 
months for admission to sanatoria. Attention has long ago 
been called to this situation, but it still persists. 

Fifty-seven per cent. of practitioners are satisfied with 
the arrangements in their neighbourhood for the domiciliary 
care of tuberculosis cases. Some are satisfied because they 
supervise the treatment themselves, giving streptomycin and 
P.A.S., or sharing this duty with the district nurses. 

Thirty-three per cent. speak of insufficient visiting and 
not enough attention to the patients in their homes. Some 
say they feel that the chest physicians have too much to do 
and too few chances of getting a sanatorium bed. As a 
result the care of patients in their homes is inadequate. They 
complain that all the care many of these patients get is to 
attend at the clinic about once a month and there be told 
that they are to come again in another month to have a 
further x-ray examination. 

Three doctors specifically complain of the difficulty in 
getting patients visited in their homes, even when pressed, 
of a delay of a week before a visit was paid to a case 
of haemoptysis, and of six weeks’ delay in visiting another 
case, despite several telephone calls by the general prac- 
titioner. A typical instance of the kind of inattention com- 
plained of is that of a patient being visited three times in 
two years by the “tuberculosis nurse” and nothing else. 


Minor Operations at Hespitals 

Only 14% complain that there are long waits for getting 
minor operations performed on patients at hospital. The 
remainder have no complaint. The complaint does not 
apply to urgent infective conditions, but only to such con- 
ditions as sebaceous cysts and ganglia, the majority of 
which can usually be borne for a few extra weeks without 
hardship. 


Reasons for Inadequacy of Hospital Provision 


Practitioners were asked for their opinions about the 
reasons for the inadequacy of hospital provision. The 
majority had no theories to offer or drew attention to the 
building situation and the shortage of nurses. A few men- 
tioned that nursing as a profession was unattractive and 
underpaid. Others mentioned general practitioners sending 
cases to hospital unnecessarily, increase in the local popu- 
lation, and the fact that advances in medicine have made 
it possible to operate upon patients whose condition would 
formerly have been regarded as hopeless. 

Some remarked on the effect of allotting fewer and fewer. 
beds to more and more specialists in smaller and smaller 
fields. There is léss flexibility of beds and fewer are avail- — 
able for general and emergency work. Teaching hospitals 
are blamed by some for keeping interesting cases too long, 
for teaching purposes. 

Some attribute many of the difficulties to the fact that 
the introduction of the free service, coupled sometimes with 
public education in health, and always with official encour- 
agement to use the service, has uncovered many conditions 
the existence of which the patients formerly kept to them- 
selves. Now patients are enlightened and encouraged and 
are presenting themselves for treatment, and they need treat- 
ment ; and until this back-log is dealt with the hospitals will 
give the appearance of inadequacy. 


Appointments Systems for Out-patients 
Most practitioners now find an appointments system oper- 
ating in the hospital out-patient departments to which they 
refer patients. Twenty per cent. of these comment unfavour- 
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ably. Most of them say that patients have to wait just 
as long as ever they did when they reach the hospital. In 
fact, the appointments are not kept by the hospitals. 

A few say that the appointments system acts like a 
dam, letting a little through while the water accumulates 
behind it. The consultants now see only a prescribed and 
appointed number and the delays get longer and longer. 

A favourable comment was that the general practitioner 
may now grade according to urgency the patients he sends. 

Some hospitals send for two or three patients for one 
appointment and are criticized for thus causing delay. The 
defence may be that patients on occasion fail to keep ap- 
pointments and that it is necessary to ensure an adequate 
flow of patients for the consultant to see. 

On balance, I find that the appointments system is 
favourably viewed. Most general practitioners feel that if 
further study is given to the problem a more satisfactory 
system could be evolved. 


Direct Access to Radiological Departments 


Forty-one per cent. of practitioners are able to send their 
patients direct to the x-ray department. Of those without 
such access 53% complain that their practices suffer, especi- 
ally from the consequent delay in coming to a diagnosis. 
Of those with no complaint about the lack of facilities, a 
substantial proportion say that the reading of an x-ray film 
needs a consultant’s opinion as well. Fifty-one per cent. 
report that they discuss the results with the radiologist, One 
practitioner finds great advantage in being able to go to 
the hospital, when he has time, and take part in the 
screening. 

An important point made by some is that when a general 
practitioner refers a patient for an opinion the consultant 
of to-day “invariably has an x-ray film done.” It is argued 
that most general practitioners are excellent judges of the 
need for such investigation ; they can be, and should be, 
trusted with direct access. If they were, the amount of 
radiology would appreciably lessen. 


Direct Access to Pathological Departments 


Sixty-five per cent. of the general practitioners have 
direct access to some pathological facilities. This is by 
no means always the pathological laboratory of the local 
hospital. In some areas pathology, often limited in scope 
but more than the bacteriology required solely for purposes 
of preventive medicine, is done for general practitioners in 
the laboratories of the public health service. This is warmly 
welcomed by them. In one large town, where I visited 
several practitioners, all spoke appreciatively of the service 
of the borough pathologist, his eagerness to help, and his 
interest in the correlation between the patient's illness and 
the pathological findings. He often visits the bedside. 

Fifty-two per cent. of those without such access feel 
that their practice suffers from this lack. About half of 
the practitioners, on occasion, discuss the results with the 
pathologist. While two complain that it is difficult to get 
in touch with the pathologist and another that the patho- 
logist would not welcome it, others say the reports are 
adequate and they have no need for such discussion. 


Very few (10%) do their own blood counts. Some say 
they used to do them but have given it up owing to 
pressure of work. A few do estimations of haemoglobin 
and sedimentation rates. The large majority of general 
practitioners consider that their results would be of little 
value, for they have no time to keep their hand in. 


Physiotherapy Service 

About one general practitioner in five can arrange for 
physiotherapy to be given to any patient of his requiring 
it. Some of these have to send to a physical medicine 
specialist, but reasonable requests are not refused. The 
remainder must first refer the patient to a consultant, as it 
is he who can authorize physiotherapy. In 34% this in- 
volves long delays, sometimes because the orthopaedic 


consultant cannot see the patient for several weeks, some- 
times because of inadequate facilities in the physiotherapy 
department, sometimes both. In acute conditions the symp-- 
toms may clear up before treatment can be started. 

In a number of towns and in a few country areas the 
patient may obtain physiotherapy privately. This may be 
less costly than repeated expenditure on bus fares to the 
local hospital. Many general practitioners think a domi- 
ciliary service would be better, and instance the time spent 
in draughty buses and out-patient halls as undoing any 
good done by treatment. One general practitioner is 
annoyed at having to send patients 17 miles away to obtain 
a.consultant’s recommendation for treatment at a clinic just 
down the road from his own surgery. 

Some think the consultants keep the patients under treat- 
ment too long, thus lengthening the wait for others. Three 
practitioners say that too many facilities for physiotherapy 
tend to stop patients helping themselves. Some like the 
“screen” and are not anxious for direct reference. 

There is not sufficient physiotherapy for all, but, except 
here and there, I did not get the impression that this is 
causing serious hardship. 


(E) RELATIONS WITH | HOSPITALS 


Questions were asked concerning how far hospitals were 
encroaching on general practice. Only a very small per- 
centage thought that this occurred on a serious scale. 

Only 3% of practitioners complain that hospitals see 
patients without a doctor’s letter. This, of course, excludes 
patients presenting themselves “ off the streets” as casualty 
cases. One in four finds that hospitals tend to some extent 
to retain cases longer than necessary, keeping them for treat- 
ment which could be regarded as in the province of the 
general practitioner. More than half of these general prac- 
titioners do not mind, and are perfectly happy for the 
hospitals to shoulder the burden. The practice is not always 
frowned upon, for, as some practitioners say, the hospital 
doctors often feel that, having started the treatment of a 
case—for example, incision of an infected palmar space— 
they are shirking their duty if they do not continue to treat 
the patient until the condition is almost cleared up. They 
do not consciously or deliberately take work from general 
practitioners. 

Half the practitioners find the position much improved 
under the N.H.S., though complaints are still heard that 
the hospitals do not appreciate the distances patients have to 
travel to attend daily for simple dressings. Some attribute 
the improvement to the fact that in the past the hospitals 
were interested to keep up high attendance records in order 
to qualify for grants from certain voluntary funds, whereas 
this no longer applies. 

One-third of the practitioners feel that the out-patient 
departments are crowded with minor cases which should not 
be there. This causes delay in obtaining early treatment 
or advice for new and more important cases. A consider- 
able number, including some of those who told me that they 
no longer do any minor surgery because they “do not get 
paid specially for it,” blame other general practitioners for 
sending such cases to hospital. 

There is some suggestion that hospitals encourage chronic 
invalidism by telling patients unnecessarily to report back, 
being afraid of the responsibility of discharging them. The 
hospitals should realize that they can trust. the general 
practitioner to refer the case again if he is not satisfied. 

There is a great deal of complaint regarding the crowding 
of orthopaedic departments. This point stands out in the 
replies I received on this subject. Many general practitioners 
feel that those responsible for seeing and following up 
patients who are being treated for orthopaedic conditions 
are too reluctant to let go of them. They are unwilling 
to trust the general practitioner to keep a satisfactory eye 
on these patients during the more static periods of their 
treatment ; for instance, while a limb is in plaster. It is 
common experience that such patients are told by ortho- 
paedic departments, in what is no doubt a laudable attempt 
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to ensure the most perfect supervision of the patient’s treat- 
ment, to report back week by week. At these attendances 
all that happens is that the patient is seen, maybe by the 
house-surgeon or registrar, asked if the plaster i is giving any 
trouble, and then told to report again in another week. 
The general practitioners contend that they can be trusted 
to keep an eye on a plaster and refer the case should they 
suspect that all is not well. At the same time they feel that 
the cluttering up of the out-patient department by these 
queues of unnecessary weekly visitors takes away much of 
the consultants’ and registrars’ time that should be made 
available for seeing and treating new patients. 

Ten per cent. say that they are not informec when their 
patient is referred to another department for further opinion. 
Some of the remaining 90% say that on occasion they do 
not hear of the reference until the case is “complete.” 
Some feel that, when they are still in attendance on a 
patient who is attending an out-patient department or under- 
going investigation, it is helpful to be kept informed of 
what is going on. Not to be so informed clouds their 
relationship with their patient. Others think that it is too 
much to require of the hospitals and are quite content to 
wait until the investigations are complete. 

In two practices only was there serious complaint that 
transport was being used like a daily bus service to con- 
vey patients to and from the hospital to receive minor treat- 
ment which the general practitioner himself could give. In 
five other practices the view was aired that transport was 
being rather wastefully used by the hospital. 

Lack of understanding of the problems of the general 
practitioner is almost certainly at the bottom of most of 
the complaints (from 27% of the practitioners) that when 
patients visit hospital they are given the impression that 
better medicine is available there than at the hands of the 
general practitioner. One practitioner complained of the 
maternity hospital ; others of similar isolated instances. 

Some young house officers are said to regard the general 
practitioner as a low grade of doctor. The fact that a small 
proportion of general practitioners misuse the hospitals tends 
to detract from the esteem in which most of them should 
be held and to promote careless harmful criticism. I heard 
of a registrar who, lecturing to students by the bedside, 
held up the general practitioner’s letter and said, in the 
hearing of the patient: “ You need take no notice of this.” 
Then, again, a young consultant, thinking aloud, said that 
the patient’s condition might be due to sleeping tablets pre- 
scribed by the general practitioner. This patient and his 
family have now left the general practitioner and will prob- 
ably influence others of his patients in the village to do 
the same. 

One practitioner, in speaking of such disparaging remarks, 
said that his knowledge of his colleagues in the neighbour- 
hood suggested that some of the remarks were true—but he 
did not say he thought their utterance was justified. 

Some think sisters and nurses are at fault. Patients ask 
them, “ Should my doctor have sent me to hospital sooner ? ” 
and the sister, sometimes, perhaps, but not always correctly, 
replies, “ Yes,” forgetting that the delay in admission is 
more likely to be due to the long waiting-list than to the 
general practitioner’s inefficiency. One said that he felt 
sure the nursing staff gave the impression that simple dress- 
ings and the like are really properly done only at the 
hospital. They may not think of the general practitioner 
and his relationship with his patient, but the latter is only 
too ready to interpret it as a reflection on the general 
practitioner. I heard no suggestion that patients are delib- 
erately given such impressions. 

The occasional absence of any appreciation of conditions 
in the home was illustrated by the instance of a woman sent 
home 10 days after delivery and told to apply treatment to 
her baby’s eye every 15 minutes, day and night. 

These complaints can be explained by a lack of know- 
ledge of general practice, a lack of awareness of how easily 
damage can be done, and a strong element of thoughtless- 
ness. 


There is also lack of understanding of each others’ 
problems almost everywhere, but it is only fair to mention 
the many general practitioners—some of whom have minor 
criticisms—who state that the aes serve them well and 
are very helpful. 


One of the potent causes of harm to the doctor-patient 
relationship is inadequate liaison between the hospital and 
the general practitioner, particularly at the time the patient 
is discharged from hospital. It can also interfere with 
the convalescence and treatment of the patient. 


About one-half of the general practitioners do not com- 
plain of the poor liaison, and many of these refrain from 
complaint only because they feel the staffs of hospitals are 
hard-pressed. 

The large majority receive a letter from the hospital telling 
them about the patient’s progress and treatment in hospital 
some two to three weeks after he has been discharged. Less 
than one in five hears within a week. 


Less harm is done when the patient sends a message 
for a visit the day after his discharge. Only thus does the 
doctor know that the patient is once more under his care. 
But the patient still remains mystified that his ductor has 
not heard from the hospital. As the days go by he may 
begin to wonder what there is about his doctor to explain 
why the hospital has not bothered to write. 


The general practitioner’s prestige and the confidence of 
the patient in him are seriously damaged by this preva- 
lent lack of attention on the part of hospital authorities. 
Incidentally, teaching hospitals are reported to be the worst 
offenders. In one large teaching hospital the ward sister, 
on being asked by a patient on his discharge whether he 
should inform his general practitioner, says : ““ No, of course 
not. We shall be writing.” The registrar or house officer 
is unaware of this promise—or one hopes he is—and does 
not carry it out, at any rate not for a week or two. The 
patient waits at home confidently expecting his general prac- 
titioner to call, while the general practitioner is quite un- 
aware that the patient is once more under his care. After 
a few days of waiting a message may be sent. By that 
time the patient is in no mood to believe the general prac- 
titioner’s side of the story. 


A great deal of harm and embarrassment is caused by 
such thoughtlessness. As regards the sending of informa- 
tion to general practitioners, only in a few cases did I hear 
such remarks as, “ Very good and prompt,” “I am tele- 
phoned before patient’s discharge.” Others report that 
damage is constantly being done. In a case of miscarriage 
the patient was sent home the day after admission, but the 
general practitioner was not informed. General practitioners 
often complain that they are not notified when a patient 
dies. The cheery inquiry after a patient’s health two days 
after he has died takes some living down. One practitioner 
told me of being called to a case of diabetic coma the day 
after the patient’s discharge. He was completely in the 
dark about the insulin arrangements. I witnessed a similar 
case with another practitioner late at night. In his case 
it was hypoglycaemic coma. Timely information from 
~~ hospital would have greatly simplified the doctor's 
task. 

Practitioners complain that they lose patients by not visit- 
ing them after their discharge from hospital. Many patients 
will not believe that their doctor does not know of their 
discharge. To a patient his own case is all-important. 
Surely the doctor must have been told ? Some general prac- 
titioners say they suppose the trouble is due to the shortage 
of typists. To excuse it on these grounds is to postulate 
that a typewritten letter is essential. It is not. 


A number of the practitioners I visited felt that if only 
house officers could be informed of the implications of these 
problems they would ensure that general practitioners 
received, within 24 hours of the patient’s discharge, at least 
the information essential for the continuation of treatment. 
A fuller account, where necessary, could follow when time 


permitted. 
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(F) THE DOCTOR-PATIENT RELATIONSHIP 
Nine out of every ten practitioners have friendly 
relations with their patients. Consultations are conducted 
on a friendly plane. Though the warmth of the friend- 


 liness varies, only 6% of the practitioners visited regarded 


the relationship as a purely matter-of-fact or business- 
like one. In one-third of the visits a specially high 
degree of mutual respect and friendliness between the 
doctor and the patient was apparent. 

Ninety-six per cent. of practitioners believe that one 
doctor for a family is desirable, and find that such a 
state of affairs largely holds good in their practices. 
Sixteen per cent. strongly object to sharing a family with 
another doctor, and some will go to the extent of request- 
ing patients to leave their list in order to avoid it. One 
said that he would take this action even though he is 
most anxious to increase his list. Sometimes there is 
no alternative, as there is no other doctor in the area. 

In some cases both partners attend at various times, 
which represents some departure from the strictly indi- 
vidual family-doctor principle. 

Some women doctors find themselves unable to feel 
strongly about this, as they acknowledge the desire of the 
man of the house to have a male doctor. One woman 
doctor told me she takes only women and children as 
patients. A young couple may on marriage retain two 
different doctors. Often the arrival of the first child 
brings the whole family under the care of one prac- 
titioner. 

While the majority of practitioners are agreed that the 
attitude towards them of at least some of their patients 
has deteriorated, I did not find proof of the current state- 
ment suggesting a wholesale disappearance of friendly 
relations. Seven per cent. find that a substantial number 
of their patients tend to regard them as a servant, and 
about 3% notice a marked tendency to be regarded 
merely as an official. Thirty-two per cent. report a 
definite tendency to be regarded as a supplier of medi- 
cines rather than as a medical adviser, while 22% 
detect this tendency in a small minority only. 
From my own observations I believe that in nearly all 
these 54% of practices this tendency is noticeable among 
only a minority. Some general practitioners are so 
easily irritated by such an attitude that they are apt to 
think it more widespread than it actually is. One doctor 
described the attitude well when he said, “ Some of the 
patients now merely include me with their errands: 
rations from the grocer, a call at the shoe repairer’s, and 
a bottle of cough mixture at the doctor’s.” In about 
half the surgeries I attended I heard the shopping-list 
technique in action, often one person calling for a list 
of needs for two or three. 

Twenty-seven per cent. declare that their patients 
regard them as a friend, and 32% as a “ professional 
man.” In many cases the relationship is described as 
“a bit of both.” One woman doctor says her patients 
regard her as “a doctor, woman, and mother.” 

Mention was often made of the unsatisfactory attitude 
among the younger adult patients, but it is presumably 
possible that better relations may develop, perhaps when 
the patients are up against it and the general practitioner 
helps them out. It can hardly be expected that the 
youthful patient and the youthful doctor will achieve a 
satisfactory relationship straight away. It is therefore 
not surprising to find the percentage of those general 
practitioners in the youngest age group whose patients 


regard them as friends is smaller (16%) than in the older 
age groups (31%). There is little doubt that there exists 
among the older group a proportion of general practi- 
tioners unable to adapt themselves easily to the new 
service, while the tendency among the middle group is to 
accept it and adapt themselves more readily. This is 
perhaps in the nature of things, and may well have a 
bearing on the doctor-patient relationship. 

On my mentioning the word “servant” some said, 
“TI would not tolerate such an attitude,” which under- 
lines the truism that it takes the doctor and the patient 
to make the doctor-patient relationship. 


Attitude of Ex-private Patients 

Two-thirds of the practitioners find no adverse change 
in the attitude of ex-private patients. There are, of 
course, more demands by some who formerly could not 
afford to send for the doctor so often. The general im- 
pression is that there is a settling down after a bad start. 

Many practitioners have told their private patients that 
they are perfectly welcome to join the N.HLS. list. 
In some cases a knowledge of the patients’ purse and 
pride has led the practitioner to encourage them to join 
the list. At the same time it has been explained to these 
patients that the call at the house, rather than a con- 
sultation at the surgery, would be made on clinical 
grounds only. 

One in four complain that they are beset by increased 
demands by their ex-private patients. Now that the 
service is “ free” the family medicine chest and the home 
doctor are set aside and the general practitioner is sum- 
moned. Some find that their patients still want to 
“dodge the column,” to have the frills for which they 
formerly paid, the prolonged visit (instead of the wait 
in the surgery), and at a time to suit the patient. Most 
find little trouble in this direction. They say that patients 
are learning to adjust themselves and are becoming con- 
tent with the new arrangements. Some have explained 
to their patients that it is like the theatre: the show is 
the same, but they are to see it from the pit instead of 
the stalls. Quite a large number of practitioners find 
their former private patients are more considerate and 
indeed hesitate to send as often or as early as they should 
for fear of imposing on the practitioner. 

About four out of every five practitioners report that 
either none or a very few—for example, 6 to 20—of their 
private patients have remained as such. Forty-five per 
cent. of practitioners feel that the refusal to allow private 
patients to have drugs and dressings free of charge under 
the N.H.S. has substantially reduced the number of 
patients remaining private. It has been quite commonly 
observed to general practitioners, “ I wouldn’t mind your 
bill, Doctor, but I cannot afford the chemist’s.” A 
number of practitioners are inclined to be bitter about 
this matter, feeling that there is more behind it than just 
an interpretation of the Act, that its enforcement is a 
shaft deliberately aimed at their freedom. 

Though, in the nature of things, what little private 
practice there is flourishes more easily in the towns, I 
found no marked differences in the proportion remain- 
ing in the towns as compared with country practices, nor 
in the different age groups. 

Forty-three per cent. say they do not wish to have 
private patients now. The advantages of not having to 
relate medical care to finance are mentioned. Then, 
some say that private patients are too much bother, they 
want too many frills, and that much private practice is. 
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too far removed from real medicine. Twenty-two per 
cent. are indifferent in the matter or are unable to com- 
ment, having little or no experience of private practice. 

The remaining 35% are anxious to preserve at least 
some private practice. They agree it may be exacting, 
but they believe it to be the correct relationship between 
doctor and patient, and are prepared to give the frills. 
Some say that private practice must be preserved or the 
standard of medicine will drop rapidly; that private 
practice is the challenge to the doctor to give good value ; 
that the capitation fee lacks this challenge; that in 
private practice good medicine can be done; that the 
homely chat and the giving of non-medical advice are 
most useful. 

Some like private patients because they pay better. 
In some practices the retention of a small proportion of 
private practice has enabled the practitioner to “keep 
his head above water ” financially. 


(G) ORGANIZATION OF GENERAL PRACTICE 
Premises 

In trying to assess the suitability of doctors’ premises 
I had in my mind an idea of average premises, reason- 
ably comfortable for doctor and patient, with no hin- 
drance to the satisfactory conduct of the doctor’s work 
and with reasonable warmth in both waiting-room and 
consulting-room. The furniture was also considered in 
the assessment. 

Often the type of accommodation varies with the class 
of practice or the neighbourhood. The more elegant, 
homely, and comfortable premises are usually associated 
with the better-class practices. This factor seems usually 
to be unrelated to the size of the practitioner’s income. 
Some of those with small “ good-class” practices often 
have the best premises. In many cases this is due to 
the furnishing having been undertaken when the practice 
was a private and more remunerative one. 

I have not taken into account in this assessment those 
branch surgeries which are but a house of call, usually 
consisting of a front sitting-room of a cottage or council 
house, furnished in traditional style, and used only for the 
simpler clinical work. 

The average adequate consulting-room is clean, 
reasonably bright, and fairly well decorated, with seats 
for patient and friend as well as for the practitioner, a 
couch, and a satisfactory method of heating. There is 
room to manceuvre, for examining patients, and for the 
conduct of minor procedures. Lack of space is some- 
times compensated for by the existence of a separate 
room for examinations. Forty-nine per cent. of the 
practitioners had premises conforming to the above 
description. The premises are not usually convenient 
for the performance of more than minor procedures ; 
nor is it necessary that they should be, for most prac- 
titioners do not undertake anything beyond minor 
surgery in their consulting-rooms. They are adequate 
for maintaining a high clinical standard. In order to 
be a good doctor it is not essential to be surrounded by 
cream paint and chromium plate. 

About 17% of the premises seen may be described as 
being well above what may be considered adequate. In 
these were found separate examination-rooms, fully car- 
peted, spacious, elegantly furnished rooms, and newly 
built surgeries with special rooms for treatment and 
minor operations. 

About 24% of the practitioners have premises which 
are fairly adequate but in which something essential is 


lacking or below standard. In these, for example, I 
noticed the absence of washing facilities, inefficient heat- 
ing, or a rather dismal and uninspiring appearance. 

I regard 10% as unsuitable. Rooms are dismal and 
bare, dirty and inhospitable, and often totally inadequate 
for the number of persons attending. One doctor sees 
patients in a porch. In some poorly housed districts it 
seems to be difficult to maintain the stanZard of the 
premises above that of the neighbourhood. Any feature 
of comfort or cleanliness is soon defaced. Some general 
practitioners are evidently discouraged when they see 
lines round the walls where greasy heads have rested or 
marks of nailed boots on the floor. In one instance the 
doctor has had to bolt his waiting-room chairs together 
to prevent their being taken. One practitioner did not 
show me his premises. 

It is not always the general practitioner’s fault when 
premises are inadequate. There was the doctor who was 
seeing his patients in a room about 6 by 12 feet. Two- 
thirds of the way down the room was a screen, beyond 
which sat six to eight patients. This was his waiting- 
room, a small corner being set aside for his secretary- 
receptionist. The remainder of the room was the 
consulting-room, in which there were a couch, an instru- 
ment trolley, and a desk. The doctor complained bitterly 
of the arrangement. He formerly had a suite of rooms 
which he rented, but the property had been sold over his 
head. He declared that the rent had been raised so high 
that he had had to leave. He had been unable to find 
better premises anywhere in the area. He understood 
that his rent had been raised to make way for the 
followers of a calling less honourable but more lucra- 
tive than medicine. 


Sometimes poor premises have had to be substituted 
for better ones that have been bombed. In some cases 
landlords are unreasonable and are concerned more 
with raising rents than with effecting repairs and 
decorations. 

Sometimes a surgery is badly decorated or ill- 
appointed owing to uncertainty of tenure and consequent 
unwillingness on the part of the general practitioner to 
spend money on it. A doctor in a provincial town told 
me that the rent for his small consulting-room and 
moderate waiting-room was equivalent to that of a 
medium-sized London flat. There was no other accom- 
modation in the town and the owner took advantage of 
this facta 

While present housing conditions prevail a knowledge 
of the facts is necessary before premises are criticized. 
Nevertheless, there are a few practitioners who do not 
appear to appreciate the functional value to their patients 
and themselves of clean, cheerful, and suitable premises, 
and some who are so poorly paid that they are unable to 
make the improvements they know to be desirable. 


Equipment 

It is quite a hardship upon a new entrant into prac- 
tice to equip himself with the basic range of instruments 
and equipment. The established practitioners only 
rarely need to buy new items. I found that 91% of 
practitioners have what one might call the full range 
of essential equipment. The instruments about which I 
inquired were those for the treatment of wounds and 
accidents and for the simpler minor surgical procedures, 
syringes, and the diagnostic instruments, auriscope, oph- 
thalmoscope, stethoscope, sphygmomanometer, and 
urine-testing apparatus. 
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A number of practitioners do not have a proctoscope 
or a vaginal speculum. Others say they have them in 
the cupboard but that they “ never use them nowadays.” 
Nine per cent. have not the basic equipment mentioned 
above. Sixteen per cent. have more elaborate equip- 
ment, including ultra-violet and infra-red apparatus, 
x-ray plant, or special instruments of other kinds. It 
must be emphasized that such instruments are not essen- 
tial to the ordinary conduct of general practice. One 
young town practitioner said that he would not buy 
instruments, as it does not pay him to do minor opera- 
tions. 

On the whole the standard of equipment is quite ade- 
quate as to essentials and in view of the diminishing 
range of some practices. The instruments are not always 
kept attractively, and I have seen many lying about 
dusty and disused. But when needed they can be 
cleaned. Many practitioners have electric sterilizers, 
and those that have not usually have available some 
method of sterilizing instruments. 


Co-operative Arrangements with other General Practitioners 

Perhaps the most unsatisfactory feature of some of 
the rota systems is that they are too large. A well- 
perfected arrangement, from the practitioners’ point of 
view at any rate, that I saw is one in which ten doctors 
work not in partnership but “in symbiosis” in one 
building with ten consulting-rooms. Each has his own 
practice and shares the message-taking clerks with the 
other nine. After morning surgery is over one doctor 
takes all the new messages until the following morning, 
when the next doctor on the list takes over. Midwifery 
cases are excepted. The practitioner is on duty for the 
whole area for one day in ten and for one week-end in 
ten. At busy times there are always two doctors on 
duty. It is claimed that, with freedom from worry 
about extra calls, the general practitioner not on duty 
can proceed unharassed with his routine visiting, do his 
evening surgery at the right time, and thereafter enjoy 
his leisure. 

Whatever may be the rights and wrongs in this matter 
I am left in no doubt that the practitioners who have 
been able to make some sort of co-operative arrange- 
ments with neighbouring doctors have much less anxiety 
about’ their work and are happier for being able to 
enjoy a small amount of leisure. Some have only a 
casual arrangement, some an arrangement for week-ends 
only, and some for half-days only. The majority have 
an understanding only with partners and assistants. Some 
partnerships help out a single-handed neighbour and 
require nothing in return. 

In some areas the introduction of a rota has done 
more than ease the constancy of the burden on the indi- 
vidual. It has turned the sourness of professional rivalry 
into the sweetness of co-operation. Yet in other areas 
the sourness and the doubts remain. Practitioners are 
suspicious of one another. I noticed particularly that 
it was some of the younger men who told that they 
have tried to arrange a system of mutual co-operation 
with the other doctors around them but that their efforts 
have been met with refusal and suspicion. 

There is of course, here and there, the individualist. 
He does not wish to leave his practice to others, not 
because he is suspicious but because he considers his 
patients are his own business and his own duty, not 
to be delegated. If his patient is taken suddenly ill, he 
prefers to be there, to go himself. There is much to 


be said for this attitude. I can only remark upon the 
less worried mien and the more rested look of the man 
who can get away from time to time and can return to 
his practice with a freshened outlook. He is happier 
than the man who snatches a half-day and returns to his 
home on a cold evening knowing that there will be three 
or four (or more) messages on the pad in the hall 
awaiting his attention. 

In one or two instances the practitioner declines to 
join in a rota because he does not want to be involved 
in emergency calls which might be well outside his own 
area. In other cases a rota is impossible owing to 
distance. A number of country doctors live in profes- 
sional isolation and need to be on call the whole time. 
The isolated general practitioner who wishes to have a 
holiday has no chance of arranging for one or two col- 
leagues to look after his practice and to return the com- 
pliment when he gets back. He must have a locum if 
he wants to go away ; often he can neither afford nor 
obtain one. Inquiries show that it is not more easy 
to obtain a satisfactory locum nowadays. The main 
difficulty with locums at the time of the survey was 
finding the money to pay them, for a locumtenent’s fees 
were the same for all practices, whether the principal's 
remuneration was high or low, whether his list was large 
or small. 


Appointments System in General Practice 

Inquiry was made into the practitioners’ custom of 
seeing patients by appointment. Only 2% of practi- 
tioners see their patients by appointment only. Of the 
remainder one-third never see patients by appointment 
and two-thirds use an appointments system for special 
examinations, for life assurance work, and for private 
patients. The figures show that this practice is about 
the same in town and country, but that doctors in the 
two youngest age groups are more inclined (70%) to 
use an appointments system. The system is used by 
58% of the oldest age group. 


Employment of Non-medical Staff 

One-fifth of the practitioners say they are handicapped 
by the absence of ancillary help, and by this is usually 
meant clerical or secretarial assistance. The remaining 
80% say they are not. About half the practitioners have 
some form of help, whether part-time or full-time, 
suited to their needs, sometimes shared with a partner or 
partners. About 25% of practitioners would like such 


help but have not got it. Usually it is a question of 


finance. There may not be full-time employment and 
there is difficulty in getting someone to take on the 
job part-time. A further factor is the impossibility of 
altering the surgery premises to accommodate clerical 
help. 

The help that is most wanted is someone to get out 
the record cards and put them before the practitioner 
while he is seeing the patients. Then there is the taking 
of. messages during surgery hours, to enable the practi- 
tioner to carry on with his work undisturbed by calls 
to the telephone. The replacement of the cards after 
the patient has been seen and the filing of letters and 
consultants’ reports can also be done by a confidential 
clerk. 

Most large practices have such help. In the smaller 
practices it is not often a problem because the doctor 
is more likely to be concerned with dealing with dis- 
tances and access difficulties than with large numbers 
of letters and cards. These do not often want clerical 
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help. It is the middle-sized practice that is the problem, 
where numbers are sufficient to make the clerical work 
a time-consuming burden and where remuneration is 
not enough to allow of the employment of a clerk. 
About 55% of the town practitioners employ some sort 
of assistance, while only 40% of the country practi- 
tioners do. 


Record-keeping 

Three out of every four general practitioners pay a 
reasonable amount of attention to record-keeping. The 
card of each patient is seen in the surgery (and for this 
a secretary-receptionist is a great asset), but only one in 
three finds it necessary or convenient to take the cards 
out with him on visits or to enter details at the end of 
each day. The type of notes varies from the very full 
to the very brief with only essential features recorded. 
A common custom is to take the opportunity of entering 
on the card a summary of any particular illness when 
the patient who has been visited subsequently attends at 
the surgery, for instance, for the final signing-off certifi- 
cate. 
The remainder, seem to pay rather scant attention to 
records. Some regard record-keeping as a sort of “ red 
tape” imposition. Others say that hunting out and 
replacing, say, 40 record cards during a surgery add so 
many minutes to the length of the session. They can 
afford neither the time to do it themselves nor the 
clerical assistance to do it for them. One finds “it a 
nuisance”; another “can’t be bothered.” The cards 
are sometimes kept well out of reach. Some record 
“important things only.” Another says that to keep 
his records properly would occupy him till midnight. 

I noticed that a good deal of irritation arose when 
a practitioner was on the list of more than one executive 
council. I met one who had patients in the areas of 
four executive councils. There is a separate pad of 
E.C.10 forms for each area. The searching for the right 
pad or the altering of the heading in ink is an unneces- 
sary bother to the busy general practitioner. There 
would not seem to be much interference with the 
accountancy of prescribing and dispensing if all E.C.10 
forms bore no area heading, and were rendered to execu- 
tive councils according to the address of the chemist 
dispensing them. 


Effect of the N.H.S. on Organization of Practices 
The introduction of the N.H.S. seems to have made 
very little difference to the organization of practices. 
Sixty-four per cent. of practitioners say that it has had 
no effect, and 13% of the remainder were not in prac- 
tice before July, 1948. Nine per cent. discharged their 
dispenser, 3% took on a clerk. Many stopped dis- 
pensing. Three per cent. opened new branch surgeries 
and 3% closed them. Twelve per cent. opened new 
surgery premises or specially altered or improved them. 
Bight per cent. took on a further partner or engaged 
an assistant. These are some of the changes that were 
made to meet the altered circumstances, but in the main 
the practitioners have just carried on as before. 


The Doctor’s Wife 

The wives of the great majority of the married doctors 
are involved in duties connected with their husbands’ 
practices. The most usual duties are the taking of mes- 
sages and answering the telephone and door-bell. Some 
have a good deal to do in connexion with the practice. 
They may be concerned with the organization of the 
practice, with the arrangement of the visiting-list, and 


with the filing of correspondence and reports. In short, 
some wives act as their husbands’ secretaries. 

A small proportion of wives are almost entirely free 
from the cares of the practice. This situation is usually 
found where a caretaker at the surgery takes all the 
messages and passes them on to the member of the 
partnership on duty. 

Health Centres 

Many practitioners are concerned about the way their 
wives are tied to the home because of the needs of 
the practice and the patients. A few of them expressed 
approval of health centres on this account alone. Forty- 
eight per cent. of practitioners approve of the health- 
centre idea, and 47% are opposed to it. In some country 
areas the question hardly applies, as it would be un- 
economical to establish health centres in areas with only 
one or two doctors. A few say it would be good for 
towns but not for the country. Some favour health 
centres on account of the provision of diagnostic and 
ancillary facilities, and one, while not wanting a health 
centre, would welcome a diagnostic centre to which he 
could send his cases direct. 

The arguments in favour are accentuation of differ- 
ence between N.H.S. and private practice ; development 
of group practice ; better standard of practice ; easier 
relief arrangements; sharing of nursing and clerical 
assistance ; benefits, including improved ethics, from 
working together, and better accommodation. One 
practitioner thinks that there would be fewer attend- 
ances because it’ would be more like a hospital and 
patients are afraid of hospitals. 

One doctor, not in favour, gives as his reason that 
health centres would be too like a hospital out-patient 
department. One speaks of the disadvantage to general 
practitioners who are not in the health centre, and 
another of the untoward effect upon the doctor with 
the small list when his patients see many more waiting 
to consult other general practitioners working in neigh- 
bouring rooms. Fears are expressed of having to 
“clock in” or to be controlled in other ways, of 
patients having to travel farther, and finding themselves 
beyond “ pram-pushing ” distance of the health centre. 
Some concern is expressed lest the practice in a health 
centre should lose something of its personal touch, that 
something valuable, yet intangible, would disappear 
from general practice and never reappear. 

Many of the general practitioners are satisfied with 
their own arrangements, prefer to run their own show, 
and feel that the institution of health centres would not 
benefit the patients. One said he would prefer a general- 
practitioner hospital with consulting-rooms. This would 
enable close contact with the consultants to be estab- 
lished. 

Opinion is almost equally divided on the desirability 


of health centres. I found no body of opinion which - 


thought that the institution of health centres would be 
of much positive value to patients unless radiological 
and pathological facilities were provided. Most prac- 
titioners realize that the provision of such facilities, 


especially radiological, at each health centre housing, 


say, ten general practitioners would be so costly as to 
be grossly uneconomical. 


(H) GENERAL PRACTICE AND THE N.HS. 
Over the whole range of practitioners visited I found 
37% more satisfied and 42% less satisfied since the 
introduction of the N.H.S. Fifteen per cent. feel neither 
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one way nor the other, while 6% cannot give an 
opinion, not having had experience of practice before 
July, 1948. The percentage of those more satisfied is 
higher in the youngest age group and lower in the 
oldest. This finding is hardly in keeping with the infer- 
ence that might be drawn from the chorus of voices 
heard and the letters written on the subject. 

Those dissatisfied complain of the great pressure of 
work which prevents them doing all that is necessary 
for good practice. Two declare that the whole concep- 
tion is bad ; some feel that they would rather be paid 


for what they do, and object on these grounds. They 


consider that patients should have a financial interest 
in the use of the Service. Two or three say they are 
harassed by patients lodging complaints or by the fear 
of it. I found this fear cropping up now and again 
and playing quite a big part in making the general 
practitioner anxious. There are those who seem unable 
to put aside the feeling that the complaining patient may 
well hold in his hand the power of professional life or 
death for the general practitioner. 

Then some, in fact most of those more satisfied, call 
attention to the fact that there are many things that 
need improvement or putting right. Some like the 
N.H.S. better because they can do more for their 
patients, can prescribe more freely, and can visit as 
necessary. Also there is no bother with bills now. The 
frequency with which I heard this matter of bills men- 
tioned with relief suggests that the sending out of 


-accounts was a major anxiety with many practitioners 


in the old days of private practice. Three express 
approval on the ground that the N.HS. is better for 
the patient. I am satisfied that there are more who feel 
this too. The reply given by one practitioner is some- 
what saddening : he likes the N.H.S. more because he 
does “not have to bother so much about the patients 
now.” 

One young practitioner likes the Service less, but, 
rather grudgingly, declares that it causes less worry and 
dissatisfaction than was expected. 

Apart from these the remainder of the profession can 
be described as being receptive towards the N.HLS., 
ready to like it more and more. They are alert and 
critical of its shortcomings and often inadequate remun- 
eration, and determined that a good service shall evolve, 
with full benefit for the patient and contentment for 
the general practitioner. The two things are not un- 
related. 


Size of Lists 


Only one country doctor visited says he wishes to 
look after more than 3,000 patients in his practice. 
Seventy-six per cent. do not want more than 2,000. In 
the towns the number most popular (27%) is 2,500. 
Twenty-two per cent. prefer up to 3,000, while 13% are 
quite happy with 4,000. Some of these latter, apart 
from a slight concession to the country doctor, genuinely 
cannot understand how a doctor can be happy with less 
than 4,000 patients, or how he can find enough to 
occupy his time. In the practices I visited the distribu- 
tion of the various sizes of list between practitioners 
was about the same in the town and the country. In 
the towns I found that 33% had lists larger than they 
felt they could deal with satisfactorily, in the country 
26%. Forty-two per cent. of the town practitioners 
and 38% in the country have less than they can manage, 
while in both town and country about 27% have what 
they regard as the optimum number of patients. 


There are many who are unshakable in their belief 
that no doctor can look after 4,000 patients in general 
practice, and 2,500 is the popular figure. I have on 
several occasions been privileged to witness at work 
practitioners with 4,000 patients, examining them with 
care, treating them with skill and enthusiasm, and main- 
taining friendly relations with them of the kind that is 
normally regarded as ideal as between doctor and 
patient. It is pleasant to record that some of these are 
young men who are doing fine work. They are giving 
their patients the full range of general-practitioner care, 
and managing them well. I have seen practitioners who 
have more patients than they can handle. Some admit 
it, declaring that they must have them to keep the home 
fires burning or the youngsters at school. I saw a few 
who seemed to show no sense of vocation. Their work 
was hurried and scanty, and there was no attempt to 
comfort the patient or relieve his anxiety. The concern 
of these few men seemed to be mainly the size of their 
lists and the resultant income. 

One cannot be dogmatic about the number of patients 
a general practitioner can care for. Apart from the 
obvious difference between town and country, I thought 
I detected that in some areas the work is busier. 


Excessive Demands 

Nearly all the practitioners visited have among their 
patients a proportion, usually small, who are constantly 
at the surgery. Some of these are, of course, the chronic 
sick—the chronic bronchitics, the dyspeptics, the inade- 
quate personalities, and the like. But there are also 
those who appear to be attracted to their doctor’s sur- 
gery as if by a magnet. I saw one or two at least 
of these patients at nearly every surgery session through 
which I sat. Sometimes I could spot them myself, and 
at other times the practitioner would remark, after the 
patient’s departure, “She’s up here every week with 
some little thing or other.” They are more commonly 
women. I was led to wonder, on occasion, what there 
was behind this urge to be under the doctor, this 
urge to be slightly ill. 

I found very few complaints that could fairly be 
labelled frivolous. It was exceptional for even the 
trivial case not to have something wrong. The prac- 
titioners themselves are not always agreed on this point : 
whether, for example, it is unnecessary for the person 
with a common cold to attend the surgery. Obviously, 


with certain patients, it is a necessary precaution. The — 


reason for quite a large proportion of “ trivial” attend- 
ances is to get a prescription so that dressings or medica- 
ments can be obtained free.* 

Opinions on this subject vary widely. There are those 
practitioners who, sometimes harassed by overwork, 
seem too ready to find fault. The view was expressed 
to me that some general practitioners do not realize 
that there always have been, and always will be, a small 
proportion of calls that appear unnecessary. The fol- 
lowing illustrates how opinions may vary on this matter. 
I was shown a list of surgery attendances over a period 
of several weeks, a third of which were marked as bein 
considered unnecessary. But in the fairly lengthy - 
gery that I witnessed in this practice I felt that only 
a much smaller proportion could be so designated. Nor 
did I see such a high proportion as one-third in any 
other practice. 


* The charge for prescriptions was not imposed until after the 

concluded. It has since that the 

num re) tions issued since the imposition of a charge 
has not 
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Of the truly frivolous I heard little and saw less. 
Sometimes, of course, although the call itself may be 
frivolous there is a genuine medical background. A 
schoolmaster sent for his general practitioner from the 
school at which he was teaching. On arrival the doctor 
was told: “I have lumbago and I want an injection 
so that I can go to the school concert to-night.” It 
takes a good deal of consideration from other patients 
to counteract the irritation caused by such a call as 
this one. Almost universal is the experience that actual 
night (out-of-bed) calls are fewer, but that the number 
of calls received after the practitioner has set out on 
his round and also in the evening has substantially 
increased. Many practitioners, especially those in the 
fifties, complain that each night call becomes an in- 
creasing burden as the years go by. 

Just under one-third of the practitioners consider they 
are subjected to an excessive number of unreasonable 
demands on their services. The remainder have no 
such complaint. 


Effect of N.H.S. on General Practice 


I was asked by the Committee to try to assess whether 
practitioners were laying the blame for any short- 
comings on the N.H.S. when, in fact, the cause was 
to be found elsewhere, I did expect to find the N.HLS. 
made into something of a whipping-boy, but I found 
it so in the case of only about 14% of practitioners. 

Lack of time is a frequent cry. It was not always 
borne out by what I saw of the operation of some 
practices, but it most definitely was in others. In a 
substantial number of practices lack of time has reduced 
the range of the service the practitioner can give to his 
patients. This is not to say that the patient is not 
receiving the treatment, for much of this work is now 
being carried out in hospital out-patient departments. 

Of only one in five of the practitioners I saw did I 
think that their work was so hurried as to interfere 
at times with its quality. The majority will not allow 
this to happen. A sense of responsibility seemed to 
be lacking in only a very few instances. I noticed a 
tendency to pass cases to hospital which seemed to be 
excessive in 11% of practitioners. Only in 5% of cases 
did I find that the practitioner was prevented from 
indulging in short chats with the patients. Few, how- 
ever, have much opportunity for more prolonged 
converse. 

Fifty-eight per cent. of the practitioners say that they 
are working harder than they did before they joined the 
N.H.S. Thirty-two per cent. say that they are not. 
Many say that surgery attendances are greatly increased, 
but not the number of visits they have to pay. Some, 
having taken a partner, are working about as hard as 
formerly, which means that much more work is being 
done in the practice. A typical example is the prac- 
titioner who says that he used to have very little work 
in the summer—say, ten patients in the surgery and 
three to six visits a day. Now there are always more 
in the surgery, and he rarely pays fewer than ten visits 
a day in the summer. Another who says his surgery 
attendances have increased thinks that the opposite is 
the case with his visits, because formerly he had a 
subconscious tendency to overvisit, which the N.HS. 
has cured. The amount of work entailed is very difficult 
to assess. One told me that the day of my visit was 
exceptionally busy. He saw 12 patients during morning 
surgery (there was another in the evening), and paid 15 


visits. This was in the country, but it struck me as a 
reasonably comfortable day for any general practitioner. 
This practitioner, like some others, seems to approach 
his work in rather a leisurely manner and makes very 
heavy weather of it. He looked a tired man, and per- 
haps was. A number of practitioners told me, before 
I left, that the day of my visit had been “ amazingly 
slack.” 
Frustration and Loss of Interest 

Few human beings are perfectly happy and contented ; 
similarly, few are free from worries and difficulties of 
some kind or other. Therefore to ask practitioners 
whether or not they suffered from frustration and loss 
of interest since the introduction of the N.H.S. was to 
ask for a gradation of replies. 

Some say, “ At times I get frustrated.” Others mention 
specific causes of worry and frustration. The com- 
monest is the difficulty in getting patients admitted to 
hospital. There is an undercurrent of feeling that the 
organization and administration of the N.H.S. proceed 
on their majestic way without due regard to the general 
practitioner or his patient. There is confusion, or there 
seems to be, regarding who should be blamed for the 
pin-pricks and the parsimony, for this is how many of 
them look at it. There is often criticism of their repre- 
sentatives, those who negotiate for them. I have heard 
more criticism of the profession’s leaders than of those 
with whom they are negotiating. ‘ 

Wherever the blame should properly lie, the fact that 
so much criticism abounds indicates that all is not 
well. Yet the majority (65%) have managed to adjust 
themselves, at least partially, to things as they are. 
Buoyed up, as in some cases, by hope of improvements, 
they have not allowed themselves to suffer from a sense 
of frustration and loss of interest. Twenty-eight per 
cent. say they do suffer. The remainder cannot make 
comparisons with pre-N.H.S. times. 

One said talk of frustration was “a lot of rot.” 
Others think general practice is “ satisfying,” although 
things are not quite as they would like them. Some 
bemoan the loss of hospital work, especially major 
surgery, and of access to pathological and radiological 
departments. The figures show only slight differences 


_ as between the three age groups. I saw one young 


practitioner who described himself as frustrated be- 
cause he finds general practice insufficiently interesting 
academically. Another has lost interest and is thor- 
oughly frustrated. He has been in practice only since 
July, 1948, but was unlucky in his choice of area, and 
he is frustrated and lacking in interest because things 
have not come up to his somewhat rosy expectations. 

Questions of finance naturally entered into my con- 
versations with practitioners on some matters, and a 
section on this aspect of general practice would have 
appeared in my report. Since the conclusion of the 
survey, however, the Danckwerts award and the recom- 
mendations of the Working Party have been announced. 
Consequently, to include any account of the views of 
the practitioners on the distribution of the pool and 


- the methods of payment would now be pointless in the 


face of the considerable changes that have been effected. 


(3) POSTGRADUATE TRAINING OF THE GENERAL 
PRACTITIONER 

Fifty-three per cent. of the practitioners admit to 

having adequate local facilities for postgraduate train- 

ing. The percentage in the towns is higher than that 
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in the country (61 to 34). Thirty-six per cent. say that 
occasional clinical meetings and lectures are open to 
them, by which is usually meant four or five a year. 
Two country doctors do not know what facilities are 
available to them. Ten per cent. say there are no 
facilities. 

Forty-six per cent. of the practitioners use ~ facili- 
ties occasionally and 38% not at all. The remaining 
16% avail themselves to a considerable extent, including 
attending a postgraduate course, sometimes a set of 
weekly meetings or lectures, sometimes a fortnight’s 
course away. Some meet regularly with the consul- 
tants at the local hospital. 

In one or two places I was told that local meetings 

have been few and far between or have been stopped 
owing to poor attendance. 
. There is no great difference in the use of the facilities 
as between town and country practitioners. The under- 
40 age group has the highest proportions of those avail- 
ing themselves of opportunities for instruction. Seventy 
per cent. of them do so, at least occasionally. In the 
over-60 age group interest is comparatively poor. Some 
of them tell me that they are approaching the point 
when they will retire from practice, and have no 
enthusiasm for further information. 

Many complain that they are too busy to attend, and 
many that times arranged for meetings are unsuitable. 
The consultant is said to show preference for the early 
evening, immediately following an afternoon session, 
while the general practitioner does not finish until later 
in the evening. Others say they are too tired in the 
evening. Evidently there is no ideal time. Then, again, 
some are unwilling to leave their practice for the time 
necessary for attendance at a meeting. These include 
the individualist and the practitioner who cannot come 
because he is single-handed and has no arrangements 
with other practitioners for the care of his patients in 
his absence. Some, of course, live too far away. 


There are those who object to going to meetings only 
to be called away, and complain that this has only to 
happen once or twice for enthusiasm to be damped. 
Some are not interested, and others prefer to spend with 
their families any time they have to spare. Others are 
just disinclined to join in things, or are shy. 

There is some criticism that the subject-matter of 
the lectures given by the consultants is too academic 
and too far removed from general practice. Conversely, 
I was told that the lectures are too simple and not 
interesting enough. To please more than a small propor- 
tion at a time would seem to be difficult. A number of 
those not interested in lectures say that they believe 
they can learn all they want from the material they see 
every day in their practices, and from their contact with 
the consultants at domiciliary visits. Some declare that 
they would be best suited by being allowed access to 
hospitals, where they could see cases under treatment 
and discuss them with the hospital staff. 

Asked whether they would like different facilities for 
postgraduate training, very few said they would. Most 
of the requests are for arrangements for time off, 
especially to travel the longer distances, and for more 
meetings arranged at more suitable times. Some wish 
for more clinical meetings, and one suggested lectures 
by general practitioners on their problems. 

Eleven per cent. read a great deal; that is to say, 
several periodicals and medical textbooks. Seventy per 


cent. say they regularly read one or two medical period- 
icals. This usually includes a weekly and a monthly 
one. Eighteen per cent. read very little. These figures 
are fairly constant in the three age groups, with a ten- 
dency to rather less reading in the over-60 group. This 
tendency in this group runs approximately parallel to 
the interest in postgraduate courses and local clinical 
meetings and lectures. 

A few complain of serious lack of time for reading. 
Many are pressed at times, but on the whole they are 
able to do some reading. 


(K) A GENERAL IMPRESSION 


The Practitioners Seen 
The following table presents a picture of the group 
of practitioners selected, and shows the impression they 
made as general practitioners. 


Class 
Total| % 
Good...  ..| 81 | 44/7 
Adequate ..| 82 | 44/3 
188 12 [32 |10 [32 134] 917 9 
Age Groups 
own Country 
25-39 | 40-59 | 60+ 
Good 1. as | 52 40% | 29 49% | 31 53% | 40 40% | 10 329 
Adequate .. | 58 19 334 49 5 14 43% 
Inadequate |. 9%] 2 3% 6 6% | 5 16 
Noassessment 7 62| 4 7% ; 4%) 2 6% 
129 59 58 ae 


This is a summing-up of the quality of service that 
was, in my judgment, available to patients from their 
general practitioners. Tables which show that no less 
than 92% of the practitioners whose work was wit- 
nessed were adequate or better than adequate may 
come as a surprise after reading some of the paragraphs 
of this report. The apparent discrepancy is due to 
the emphasis necessarily placed upon faults and short- 
comings because of the critical approach to the survey. 

Perhaps the most difficult and invidious part of an 
observer’s task is to sum up fairly. He must be fair 
both to those to whom he reports and to those on 
whom he is reporting. In retrospect I can say that I 
did not find the assessment as difficult as I expected. 
The easiest practitioners to assess are the good ones. 
They nearly always gave an immediately good impres- 
sion, which remained confirmed at the end of the day. 
I did not assess any practitioner as inadequate without 
substantial evidence. Four per cent. of the practitioners 
declined to allow me to watch them at work, or I was 
prevented for other reasons. For example, three practi- 
tioners with small practices had no patients to see on the 
day of my visit. 

In the category “ good” I placed those practitioners 
whose skill was evident and whom I found exercising a 
constant care and thoroughness with every patient, a 
keen appreciation of the whole man in the patient, 
together with a friendliness and spirit of kindness and 
helpfulness. This is not to say that these qualities do 
not exist in those classified as “ adequate,” but the 
standard I set was high. In these others, such qualities 
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are not present to so high a degree. It has been a 
privilege to watch these men and women at work. It 
has been an inspiration to witness in a special few the 
enthusiasm they have for their work and the constant 
vigilance they exercise to maintain their standard of 
excellence. 

I have, of course, seen a wide range of personalities. 
At the other end of the scale there is the practitioner 
whose sole object appears to be to “ get through” his 
patients with as much dispatch as possible, and to limit 
services given to the bare essentials. He does not, as a 
rule, appear to give satisfaction to his patients. He 
supplies them with a bottle of medicine, and that 
quickly. He is rarely concerned with anything below 
a full list, and would, I believe, prefer to give the service 
he is giving to a large number of patients than offer a 
wider and more thorough range of service to a smaller 
number for the same remuneration. 

Then there is the man who has in him some of the 
necessary characteristics, but who has allowed increased 
pressure of work to weigh him down to such an extent 
that the service he gives is below what would otherwise 
be, and probably was formerly, his normal standard. 
He has allowed his conscience to be stilled by “ increased 
demands.” 

Ninety-two per cent. of practitioners seen at work 
were adequate or something better. Some were har- 
assed by a considerable amount of overwork and some- 
times by financial anxieties. Such men do not readily 
reduce their standards, and have sought, rather, to 
limit their responsibilities. They tend to send to hospital 
cases requiring minor procedures which formerly, 
having time, they would have undertaken themselves. 
Within the limited field to which these have withdrawn, 
their work is adequate. 

For every general practitioner that I class as inade- 
quate there are 10 who are, in my view, adequate. 
Half of these, that is 44% of the general practitioners 
(46% of those I saw at work), are good. 

Icame away from the survey with three major adverse 
impressions, which are summarized below. 


Lack of Cohesion 

My foremost impression is that of lack of unity in 
the N.H.S. and lack of unity in the medical profession. 
Both of these are jeopardizing the status and the effec- 
tiveness of general practice. 

I became aware, early on, that unless certain gaps 
are closed the patient will not derive maximum benefit 
from the Service. 

The human gaps must be closed. The general prac- 
titioner, the consultant, and the public health medical 
officer need to get to know each other and then to learn 
to work in concert. There is growing up a new gener- 
ation of consultants, and a still newer one of those who 
will become consultants. These know little of the 
general practitioner and are unaware of his difficulties. 
Neither are they aware how easily these difficulties may 
be increased. Then the public health service and the 
general-practitioner service seem to be treading different 
paths. Where their paths meet there is often doubt 
and misunderstanding. 

The other gaps are administrative. Maximum benefit 
for the patient cannot result from a trisected service. 
The feeling I derived from the survey was that bridging 
the gaps with liaison committees seemed less likely to be 
the cure than local co-operative effort. I cannot rid 


myself of the feeling that the gaps must be filled com- 
pletely. The N.HLS. is crying out for a unified adminis- 
tration. 
Inadequacy of Hospital Services 

The hospital services are causing considerable anxiety 
to the general practitioners in their attempts to obtain 
treatment for their patients. Hospitals are still con- 
tending with a back-log of operations and a more health- 
conscious public, resulting in increased demands. The 
aged and the chronic sick are poorly provided for. 

Steps to enlarge the scope of general practice might 
well be the means of easing the load on the hospitals. 
Better access to radiological and pathological facilities, 
and general-practitioner beds, would encourage and help 
the majority of general practitioners. 


Increased Demand for Services 


At the time of the survey some practitioners were 
faced with so many demands on their services that they 
were unable to give the time that was necessary or that 
they would have wished to give to each case, even the 
trivial ones. 

Much has been heard of the need to reduce the 
demands by patients on their practitioners. Methods 
of eliminating unnecessary demands are being sought. 
From my own observations, and in the opinion of the 
majority of doctors, the number of frivolous calls is 
small. On the other hand, the number of calls that 
might be regarded as trivial is much larger. 

What is trivial to a doctor is possibly a matter of 
anxious importance to a patient. Formerly the question 
of finance overrode much of this anxiety. 

Often the trivial call is a means of obtaining a pre- 
scription for something which formerly the patient 
would have bought from the chemist. The idea that 
the public are entitled to such medicines from the 
N.HLS. is now deep-rooted. Apart from the possibility 
that the token charge for prescriptions will alter it, the 
demand seems likely to continue at approximately its 
present level. 

The extent of this extra demand means a great deal 
to some practitioners and affects others but little. Some 
practitioners are harassed by the amount of work, some- 
times of an unsatisfying nature. — 

At the time of the survey there seemed to be room 
for a review of the quantity of work to be carried out 
by the general practitioner in the N.H.S. To advocate 
any further compulsory reduction in lists does not come 
easily to one who has seen, as I have, a number of 
practitioners dealing, single-handed, with a full list and 
giving a thoroughly good service to all patients. 

There seem to be two courses for general practice 
to take. The first is to make such adjustments to meet 
the new situation as will stimulate clinical interest anew 
and give scope for its exercise. The other course is 
towards the impersonal health service. Some fear the 
evolution of general practice into some sort of a glori- 
fied hospital out-patient department where intimate 
knowledge of the patient, continuity of treatment, and 
the idea of the doctor as guide, philosopher, and friend 
are sacrificed to a hurried impersonal machine. It is 
for this reason that they express disapproval of the idea 
of health centres. 

A number of practitioners expressed their sensation 
of being dragged down to a lower level, a feeling of 
being disregarded and in bondage. 
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Greek and Roman hospitals were little more than hostels 
in association with the temples, designed to give rest and 
shelter to pilgrims visiting the shrine, many of whom 
were sick men. Constantine, the first Christian emperor, 
closed the pagan hospitals, and thereafter the care of 
the sick was undertaken as a Christian duty by the 
monasteries. The oldest hospital in Britain is St. Bartho- 
lomew’s of Rochester, which was founded in 1078. 
St. Bartholomew’s, Smithfield, and St. Thomas’s, South- 
wark, followed shortly afterwards. These were religious 
institutions in which the sick were cared for by the 
monks and nuns of the Order, and in time similar hos- 
pitals grew up in association with all the main Orders. 

When Henry VIII suppressed the monasteries between 
1536 and 1540, most of the hospitals then in existence 
closed. In London St. Bartholomew’s, St. Thomas’s, and 
Bedlam remained, but it cannot be claimed that the 
few beds these provided and the kind of treatment they 
were able to offer did more than segregate a few of 
those suffering from the more revolting diseases, such as 
leprosy and syphilis and madness, from the gaze of their 
fellow citizens. There was no hospital treatment in 
the sense of a service of advice and treatment available 
to those who needed it. The sick were looked after at 
home and they got well or died at home, unless they 
had no home and no friends, when they died in the 
streets. There was no doctoring, for such men as had a 
medical training and had been given a licence to prac- 
tise plied their trade among the nobility and the wealthy. 
The great mass of the people turned for advice and 
treatment to unlettered quacks, men who had acquired 
2 shrewd practical outlook and a little more knowledge 
than their neighbours of the herbs and manipulations 
of folklore, and who handed out the traditional concoc- 
tions and incantations of the alchemist. 


A New Spirit 

Quite suddenly, and for reasons that are difficult to 
assess, a new spirit was born at the beginning of the 
eighteenth century. Led by Sydenham and Boerhaave, 
medicine was transformed from an abstract philosophy 
to a scientific study concerned with the causes and treat- 
ment of disease. Doctors left the library and the debat- 
ing chamber to sit by the bedside, to record what they 
saw rather than argue what ought to or might happen. 
Men in all walks of life became concerned with their 
responsibilities as well as their privileges, and found a 
new interest in seeking to help those who were poor 
or in trouble. One expression of this new medical out- 
look and this new spirit of philanthropy was the found- 
ing of secular hospitals. Westminster Hospital was 
founded in 1719, Guy’s Hospital in 1725, and before the 
end of the century eleven new hospitals had been 
founded in London, thirty-seven in provincial cities, and 
nine in Scotland. 

The movement continued apace. By 1925 there were 
909 voluntary hospitals in Britain providing 60,000 beds. 


othe Lecture given to the Ayrshire Division on April 


In 1870 hospitals of another class, designed not to pro- 
vide curative treatment but to care for the aged, the 
helpless, and the chronic sick, were founded by local 
authorities under the Poor Law, and by 1925 they pro- 
vided beds greatly in excess of those in the voluntary 
hospitals and were undertaking all forms of medical and 
surgical treatment. The first cottage hospital was built 
in Cranleigh in 1852. Others of the same type—that is, 
institutions with from five to thirty beds serving the 
needs of a small area—appeared in rapid succession. 
Many were founded as memorials after the first world 
war. By 1925 there were few towns in Britain with a 
population of 2,000 or over that did not possess such 
a hospital. 

These hospitals were all established and maintained 


- for a similar purpose, to care for those who, because of 


the nature of their ailment or their own poverty, could 
not be looked after at home. Those who were wealthy 
and had comfortable homes never went to hospitals. 
They retired to their own bed or in some cases to a 
convenient room specially prepared as a sick-room. Any 
treatment, such as cupping, bleeding, or leeching, was 
carried out by their practitioner. If an operation were 
needed it was performed by him on a wooden table by 
the light of lamps held by the domestic staff. There 
was no essential separation between the doctor who 
looked after the patient at home and the doctor who 
looked after him in hospital ; indeed, the words “ con- 
sultant” and “ specialist” were unused till the present 
century. There were no special degrees or diplomas. 
Practitioners were seeing the same cases, using the same 
methods of investigation, giving the same treatment, 
doing the same operations, and using the same language 
as members of the hospital staff. 

An appointment to the staff of a teaching hospital 
brought with it the privilege of teaching students and 
thereby training a series of practitioners who would 
usually call on their old chief for help when faced with 
a difficult case, or when attending a wealthy or exacting 
patient. An appointment to a provincial hospital 
brought with it a certain prestige. Many of these men 
added to the sum of knowledge by their observations 
and researches on the nature of disease, and established 
international reputations by their writings, but they 
differed from their colleagues, the family doctors, in 
achievement rather than in kind. Right up to the 
beginning of the first world war the majority of physi- 
cians on the staff of the London teaching hospitals were 
what to-day would be called fashionable West End 
general practitioners, who, in. addition, saw the patients 
of other doctors in consultation. General practitioners 
were constantly in touch with their old teaching hos- 
pital, or the hospital of the district in which they prac- 
tised. They called upon their old chiefs, they attended 
ward rounds and took part in the discussions, they went 
to lectures, and they watched operations. The sugges- 
tion that doctors in hospital and doctors in general 
practice inhabited separate worlds would then have been 
unthinkable. 

A New Principle in Treatment 

The separation of the general practitioner from the 
hospital began in the closing years of the nineteenth century. 
With the notification of infectious diseases, and their treat- 
ment in isolation hospitals, a new principle was established, 
that certain illnesses may no longer be treated in the 
patient’s home by his own doctor. About the same time 
investigation of diseases began to pass from examination by 
the ordinary clinical methods, amplified by simple chemical 
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tests and the use of instruments easily mastered. Radiology 
and bacteriology appeared, and soon became essential to 
the study of many problems. They demanded apparatus, 
laboratories, and equipment that could be supplied and 
applied adequately only in hospital. The bedside tests of 
the early part of the century rapidly multiplied into the new 
science of clinical pathology, which in turn became further 
subdivided into clinical microscopy, biochemistry, and 
haematology. The optical instruments designed for the 
indirect inspection of cavities demanded increasing skill and 
experience. As information accumulated, as disease groups 
were disentangled into separate entities and new diseases 
were discovered, a gradual change appeared in the orienta- 
tion of hospitals, particularly the teaching hospitals. They 
were no longer places for treating the sick, but places for 
research into the cause of disease. Rare diseases were given 
precedence over ailments of economic importance. Groups 
of patients were segregated for study. Experimental medi- 
cine raised its head. Practitioners, on the other hand, be- 
came more and more loaded with non-medical tasks, with 
certificates for the avoidance of duties and the securing of 
luxuries. 

By the end of the 1914-18 war consultants were a race 
apart, and special degrees and diplomas, specialist associa- 
tions, and specialist journals appeared to separate them from 
their fellows and to indicate the particular sect to which 
they belonged. 

We have seen that in the teaching hospitals, which were 
becoming more concerned with investigating the unusual 
rather than treating the important, the general practi- 
tioner had become virtually excluded. In the council 
hospitals, which were rapidly assuming responsibility for 
the routine treatment of disease, the practitioner was able to 
have his cases admitted more readily without the somewhat 
humiliating argument with a recently qualified house officer, 
but he was equally unable to take any part in their subse- 
quent treatment. 

It is necessary at this point to refer to another tendency. 
With the elaboration of methods of treatment, and particu- 
‘larly with the increasing enterprise, safety, and success of 
surgical operations, it was becoming apparent that no 
private house, however well appointed, could offer the facili- 
ties for asepsis and for nursing that could be given in a 
specially designed building. First appeared nursing-homes, 
many of them built by consultants or groups of consultants 
to offer to their private patients a service approaching that 
which their hospital patients had enjoyed for some time. 
Then, as methods grew more elaborate and the standard 
demanded still higher, it became obvious that only in a 
hospital with its attached scientific departments and its resi- 
dent staff could the highest level of treatment be attained. 
First private rooms intended for patients of moderate means 
unable to afford nursing-home fees were added to the ward 
units, and then whole private wings or private blocks were 
presented by charitable donors. In these blocks there was 
no means test. The increasing tendency for all but the 
simplest treatment, including that of such physiological 
events as normal labour, to be conducted in the precincts of 
a hospital brought a further separation between the practi- 
tioner and the consultant that was not at first appreciated. 
It removed the practitioner from the interest and the emolu- 
ments of caring for his patients when they became seriously 
ill, and it gave the consultant attached to a hospital equipped 
with private beds an automatic increase in income that he 
did not necessarily deserve. 


A Disastrous Barrier 


As a direct result of the complete separation of the 
general practitioner from the hospital, there had developed 
in many cottage hospitals and in some voluntary hospitals 
in the smaller towns a policy of excluding all but general 
practitioners. Such a policy, which was quite frankly mer- 
cenary, and had for its main object the retention among a 
local group of the emoluments and benefits of the private 
beds, was to a large extent responsible for the artificial and, 


as it turned out, disastrous barrier erected by the National 
Health Service Act between the practitioners and the 
hospitals. I will cite the imaginary town of X, situated in 
lovely country at a distance of thirty miles from the manu- 
facturing city and university town of Y. With the develop- 
ment of motor transport X had become a dormitory, where 
all the wealthy men who earn their money in Y had their 


‘country houses. The X War Memorial Hospital was their 


particular pride. Its buildings were the latest thing in 
hospital architecture ; its equipment was the best that money 
could buy. Two of the hospital rules were significant. 
First, that no one might be elected to the hospital staff till 
he had been in practice in the neighbourhood for a mini- 
mum of five years ; and, second, that no patient might be 
treated except by a member of the staff. The first rule 
excluded anyone with higher degrees, or at any rate with 
adequate postgraduate training, from appointment to the 
staff ; in practice it meant that staff appointments were for 
sale, since the purchase of a partnership often included a 
guarantee of such an appointment. The second rule denied 
to patients treatment by experts of their own choice—- 
indeed, treatment by experts at all if an expert be defined 
as one who has made a whole-time study of the art that he 
practises. 

The standard of work in hospitals of the type I have 
mentioned was in some instances quite deplorable, particu- 
larly where surgery was concerned. In the view of many at 
the time the Act was under discussion, the occurrence of 


. disasters amply justified the closing of cottage hospitals. 


How wrong this opinion was we have since learned to our 


cost. 
The National Health Service 


The final and official segregation came with the National 
Health Service Act. After July, 1948, the medical profes- 
sion was split into categories, defined with the verbose 
exactness of the Civil Servant. Each man, after qualifica- 
tion, preregistration employment, and national service, must 
enter or be herded into one of several pens, and within that 
pen he must live until he dies or retires. Of these pens, 
the lowest is that of general practice. General practice was 
artificially debased. The general practitioner was made a 
shuffler of patients’ cards, a signer of certificates, a distri- 
butor of benefits, a treater of minor ailments within strictly 
defined limits and with strictly specified remedies, a stooge 
with a twenty-four-hour working day, liable to be victimized 
by trivial complaints but forbidden to complain himself. 
The specialist was artificially elevated. All citizens may 
demand specialist treatment, therefore specialists must be 
turned out to fill the demand. We are now in a ridiculous 
position where a well-trained and competent doctor is forced 
to refer his patient to a man of lesser ability but marked 
with the correct rubber stamp, in order that he may carry 
out treatment that he himself could do very much better. 
Hospitals have accumulated unmanageable waiting-lists be- 
cause their beds are blocked by patients undergoing treat- 
ment that could very well have been carried out at 
home, by patients admitted for investigations that the prac- 
titioner could have conducted himself had he been granted 
x-ray and laboratory facilities, and by patients retained 
merely through the fear of litigation bred by a series of ' 
legal decisions that seem to have been given on the simple 
working rule that the doctor is always wrong. 

We have now had five years of experience of the National 
Health Service. Whatever benefits it may have conferred 
on the health of the nation, on the hospitals, or on the 
specialists, its effect on the spiritual side of general practice 
has been disastrous. I cannot express this better than by 
quoting the Medical World Newsletter of August 16, 1951. 


“ After undergraduate and formative years of intimate and 
enthusiastic participation in the whole range of hospital work, 
and of satisfying and stimulating membership of the hospital 
team, to enter general practice is to have crossed the professional 
Rubicon. There is no way back. New and compelling forces 
and alien but seemingly accepted influences gradually exert their 
deteriorating and irresistible effects. Idealism and enthusiasm 
wane in the face of expediency. Clinical disciplines and scientific 
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methods are weakened and worsened by pressure of economic 
necessity. Many different factors are responsible for the present 
unhappy mood in the great body of family doctors, but it is 
probably fair to say that none is more culpable than the gradual 
and now almost complete exclusion of the general practitioner 
from the hospital services.” 


A Short-sighted Policy 

At the time that the chasm started to appear between con- 
sultant practice and general practice, the consultant was a 
man whose interests covered the whole of medicine or the 
whole of surgery and who had earned his position by 
some special aptitude of knowledge, wisdom, or technical 
skill. To-day the term “ specialist” is usually used in place 
of “ consultant,” and the change of title corresponds to a 
significant change in training and outlook. The specialist 
knows a great deal about a small aspect of medicine or 
surgery. In acquiring detailed knowledge he has lost 
breadth of vision; in fact, he has become a technician to 
be employed rather than a wise man to be consulted. There 
is all the greater need to-day for general physicians, men 
who can survey a clinical problem as a whole and can from 
that survey decide which of the many brands of technicians 
shall be employed to confirm the tentative diagnosis or 
apply the appropriate treatment. General medicine to-day 
is passing into the hands of the general practitioner, and it 
is of paramount importance that his training should be as 
thorough as possible, and that he should be allowed to con- 


- tinue it through life. 


In considering the relationship of the general practitioner 
to the hospital we must bear in mind three separate aspects 
of the problem—the education of the student, the training 
of the postgraduate, and the care of the patient. 


Education of the Student 


The training of the student is, and always must be, the 
business of the teaching hospitals, but we have every 
right to ask them in all seriousness if they know their busi- 
ness. Are they teaching their students the. broad principles 
of medicine and surgery, and training them to look after the 
sick, or are they wasting their time by showing them diseases 
they will never encounter, discussing theories that may never 
come to anything, or talking of research projects that may 
or may not lead to something in the generation after next ? 
It is the working doctors who care for the sick, but it is the 
professors who plan curricula and who have the ears of the 
Government. To a professor there is something slightly in- 
decent and degrading about the care of sick men, yet he 
decides the manner in which those doomed to this menial 
task shall be educated. The Government, desirous to re- 
form the training of doctors, appointed the Goodenough 
Committee to study the problem. Sir William Goodenough 
was a business man. He was helped by ten very eminent 
gentlemen, all doctors in the sense that they were on the 
Medical Register. Seven were professors of academic sub- 
jects who had never attended a patient since they left hos- 
pital. Three were consultants. None were practitioners. 
The Goodenough Report, as might have been expected, 
reeks of academism, and succeeded in adding still further 
to the burdens of the student’s training while taking it still 
further from the needs of his future vocation. 

There is a great need to-day to remember that we are 
teaching men to be doctors. They do not need to be, and 
they should not be, taught physiology and anatomy as 
scientific subjects, but as the groundwork of their future 
study of medicine and surgery. If they wish to become 
physiologists or anatomists rather than doctors, that is a 
matter for postgraduate study. They do not need to be 
grounded in research. What should concern them is not 
what lies beyond the frontiers of knowledge, but what is 
already known ; to that they can later add the results of re- 
search when these have passed from the realm of specula- 
tion to that of tested knowledge. They do not need to know 
more of rare diseases than that they exist, their main out- 
lines, and the place where further information may be 


found if it is required. They do not need to study operative 
technique, but they must know all about the diagnosis of 
the surgical emergencies and they must know what modern 
surgery has to offer in the treatment of disease. They need 
not have more than a passing acquaintance with the special- 


-ties, except for midwifery, paediatrics, and dermatology. 


But they must be taught far more than they know now about 
the psychology of the normal, about the infectious diseases, 
about the surgery of trauma and infection, about industrial 
diseases, about minor maladies, about sex relationships, 
family planning, and the day-to-day adjustments of married 
life, and about the legal obligations of the practitioner. 

An attempt is already being made in some medical 
schools, notably in the Universities of Edinburgh and in 
London—at St. Bartholomew’s, St. Mary’s, and Charing 
Cross Hospitals—to give the students before qualification 
an introduction into general practice, the specialty which 
most of them will follow and with whose main outlines they 
should all be familiar. Before long a general practitioner, or 
a group of general practitioners working in relays, will be 
appointed to the staff of every teaching hospital. The 
logical delivery from the morass in which medical educa- 
tion is now floundering is that the training and examination 
of the future doctor should be taken from the colleges, who 
no longer represent medicine or surgery but rather groups 
of highly specialized technicians, and from the universities, 
whose examinations represent a parochial rather than a 
national standard, and handed over to a board on which 
general practitioners are largely represented. The curri- 
culum that would be evolved by such a group would be 
better than the present one, for it would deal with basic 
sciences and basic principles, rather than with the fads of 
the moment or the fancies of the future. It would be 
shorter—five years should be ample—and would therefore 
leave more time for specialized postgraduate study. It 
would turn out men trained to use their five senses to 
examine and their minds to apply the lessons of experience 
to the series of problems that would confront them through 
their working lives. 


, Training of the Postgraduate 

The second aspect of the relationship between the hospital 
and the practitioner concerns postgraduate education, though 
in this respect what is wanted is co-operation rather than 
education. The general practitioner is overworked. He 
has few professional contacts. He has little time to read. 
For fifty years after qualification he will be practising an 
art that is constantly changing, and if he is to continue to 
practise it successfully he must be able to learn of those 
changes, and to discuss with others the problems that have 
faced him. 

For the newly qualified a further period of hospital work 
with added freedom and responsibilities is essential. An 
advantage of the Health Act is that it should make possible 
an eventual grouping of the hospitals in a region that will 
benefit both the teachers and the taught. In the past 
hospitals have fallen into two main categories: those with 
many students and inadequate clinical material, and those 
with abundant clinical material and no students. In the 
future we may hope that the students will spend part of 
their training in other hospitals than their parent one, where, 
with plenty of patients to examine and fresh viewpoints to 
study, they will learn more than they could in surroundings 
that have become familiar. I foresee a time when a teach- 
ing unit will contain 5,000 beds rather than the 500 to 1,000 
it does now, when none but the senior physicians and sur- 
geons will be permanently attached to the parent hospital, 
when students, registrars, and the junior consultants will 
serve for periods in various hospitals in the group, and 
when the teaching will be spread over a wide panel and be 
available to undergraduate and postgraduate alike. 

But, apart altogether from formal postgraduate training 
and periodic refresher courses which practitioners may attend 
if they wish, it is essential that the sharp cleft that has 
appeared withins our own time between consultant and 
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general practice should be filled in, and that the practi- 
tioners of a district should be made to feel that they belong 
to the hospitals of their district and that the hospitals 
belong to them. At present, in many instances, the only 
contact is a hastily scribbled note asking for information 
that the doctor could easily obtain if he had the facilities, 
and a hastily dictated and stereotyped reply received some 
days later. Many suggestions have been made how this 
situation might be improved. 

Each hospital should keep a record of all the doctors in 
the district from which it draws its patients. It should treat 
them as the Royal Society of Medicine treats its Fellows, 
sending to each a monthly announcement of coming activi- 
ties, of such fixtures as tumour clinics, cardiac discussions, 
and clinical lectures, in which he might be interested. It 
should make it clear to practitioners that they are really 
welcome, and teach those twin menaces to co-operation— 
the soured sister and the bumptious houseman—better 
manners. It should specially welcome them at ward rounds 
where their own cases are being discussed ; indeed, it might 
well arrange that of the two weekly rounds one should be 
for students, the other in the first place for postgraduates 
and visiting practitioners. It should ensure that practi- 
tioners are welcome, not alone in the wards but in the 
departments. A reception once or twice a year at which 
consultants and practitioners could meet on a social rather 
than a professional basis, and a practitioners’ common room 
where they could meet each other and where some of the 
textbooks and journals not usually in the practitioner’s 
own library could be consulted, would go far to encourage 
the spirit of cameraderie. 

A further method of bringing the general practitioner 
into closer contact with the hospital is by clinical assistant- 
ships, a scheme in which the Barnet Group Hospital 
Management Committee has been a pioneer in the London 
area. At the Barnet General Hospital six general practi- 
tioners are appointed to six clinical assistantships—two in 
medicine, and one each in surgery, obstetrics and gynae- 
cology, dermatology, and paediatrics. The appointments 
are for a period of six months, which may be extended to 
twelve. The grading is registrar (part-time), and the clinical 
assistant attends two sessions a week. The scheme has 
proved most satisfactory. The practitioners value the edu- 
cational and clinical contacts and get a better understanding 
of the internal workings of the hospital and appreciate its 
difficulties. This, in turn, brings about a better relationship 
between the hospital and outside general practitioners. The 
system of clinical assistantship is being extended to other 
hospitals in the Barnet Group. 


Care of the Patient 


The third aspect of the relationship between hospitals 
and doctors concerns the care of the patient. At the present 
time much of the educative value of practice is lost to the 
practitioner because he is unable to pursue his investiga- 
tions to the point where a firm diagnosis is possible, or to 
treat his patients when they require nursing. On the other 
hand, the hospitals are inundated with cases of a compara- 
tively trivial nature that the practitioner should have treated, 
and in examinations that he could just as well have made 
himself. The answer lies in the provision of general- 
practitioner beds. 

The ideal arrangement in theory, that the practitioner 
should continue in charge of his patient after he has entered 
hospital as he did before, is unfortunately impossible in 
any large hospital for administrative reasons. The doctor's 
visit forms quite a small part of the work of a ward. 
Patients must be wakened, washed, and fed, beds must be 
made, temperatures and pulses must be taken, medicines 
must be administered, closed periods for bed-pans and visits 
to the lavatory must be instituted at frequent intervals. The 
superintendent, the matron, the honorary, the registrar, and 
the houseman must all make their rounds. Physiotherapists, 
occupational therapists, clinical chemists, dietitians, clerks, 
and photographers all come in to practise their particular 


trade. Visitors bring noise, chaos, and mess for a couple of 
hours a day. In a teaching hospital ward rounds intrude, in 
a non-teaching hospital the turnover of fresh cases and the 
number of minor treatments is much greater. It is clear 
that in such hospitals the nursing staff cannot possibly cope 
with simultaneous visits by eight or ten different doctors. 
In such circumstances attendance by the practitioner at a 
ward round when his patient is being discussed provides the 
only practicable form of liaison. 

It is possible that specific beds may be allotted to general 
practitioners in a large hospital, or that a ward may be set 
aside for their use, but the difficulties of blending such a 
unit with the work of the rest of the hospital are almost 
insuperable. A preferable solution is the general-practi- 
tioner hospital or the cottage hospital. 

Cottage hospitals were under a cloud at the time of the 
passing of the National Health Service Act ; but those who 
decided somewhat hastily to close them forgot that the 
treatment of illness is often more psychological than physi- 
cal, that confidence and equanimity are the first stage to 
recovery, and that sick folk will get well in familiar 
surroundings, near their homes, in touch with their 
families, and cared for by doctors and nurses they know, 
when they would pine in the chill antiseptic surroundings 
of a large distant hospital subjected to the skilled but im- 
personal attentions of strangers. Cottage hospitals Mad 
suffered in reputation chiefly because of the incompetent 
surgery that was performed in some of them. Admirable 
institutions were condemned because of the faults of some ~ 
men who worked in them. These faults will not be repeated 
now, and the cottage or district hospital, properly run, 
should provide in every local community lacking a general 
hospital the answer to the relationship between practitioner 
and hospital. 

The size of a cottage hospital is open to debate, but 
thirty beds is about the smallest unit that will justify the 
addition of an x-ray unit and a clinical laboratory, both of 
which are essential to efficient work. There should be a 
consulting staff consisting at any rate of a physician, a sur- 
geon, and a gynaecologist working at a neighbouring 
general hospital, and each of these should make a regular 
weekly visit, and attend at other times if required to do so. 
The x-ray plant and the laboratory should be in charge of 
whole- or part-time technicians, but a consulting radiologist 
and pathologist should supervise the work. Whether all 
the practitioners in the neighbourhood are on the staff or 
only a limited number is a matter for local arrangement. 

On the one hand, a smaller staff make for easier admini- 
stration. On the other hand, no practitioner should be 
obliged to hand over his patients to rivals, which means that 
anyone in single-handed practice must have the right to 
admit patients. In most cases a rule that doctors become 
eligible for election only when they have practised in the 
district for five years will allow each firm to be represented. 

In such hospitals practitioners will be able to investigate 
and to treat their own patients, referring to the central 
hospitals only those presenting unusual difficulty in diag- 
nosis or calling for unusual skill in treatment. In deciding 
upon a line of treatment it must not be forgotten that it is | 
a principle of the National Health Service Act that every 
in-patient or out-patient should have the advantage of the 
advice of the appropriate consultant. Any practitioner can 
perform minor operations, or ones of greater scope, but it 
would be well that he should do so with the knowledge and 
approval of the consultant surgeon to the hospital, and pre- 
ferably that he should have held the post of clinical assist- 
ant to him. In the case of litigation, a practitioner who had 
operated on his own responsibility without taking advantage 
of the advice available to him would probably be held 
liable for any untoward results. 

The health centre is not as yet anything more than a glori- 
ous dream in the minds of the planners. It has never been 
exactly defined, but in essence it is a place where doctors of 
a neighbourhood, by working in a building specially planned 
for the purpose, can enjoy the advantage of communal 
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facilities in waiting-rooms, secretarial assistance, and acces- 
sory methods of investigation, can see their patients in con- 
sulting-rooms designed as such, and can consult each other 
or the representatives of the public health services, who 
work in adjacent premises. In many ways the health centre 
is to the cottage hospital what the out-patient department is 
to the general hospital, and there are many advantages in 
placing the two in proximity, though not in the same 
building. The secretarial and filing staff, the offices of the 
local health authorities, and the group premises of several 
firms of practitioners working in rivalry do not fit in with 
the conception of a hospital, but the need in the health 


centre for x-ray and laboratory facilities demands proximity. 


The ideal arrangement would be a separate building in the 
same grounds, or at any rate in the same street. 


Conclusion 


Finally, the domiciliary consultation is one of the bene- 
ficent provisions of the Act that cannot be used too often. 
Better than its sister Mercy, it blesses three people—him that 
asks, him that-gives, and him that takes. It helps the practi- 
tioner because it enables him to meet the consultant man 
to man over a live problem, to put all those small points 
and difficulties that cannot be put in a letter, to set out the 
personal as well as the medical aspects, if need be to call 
his bluff and insist on simple instructions in plain English. 
It helps the consultant because it gives him the opportunity 
seldom offered in hospital, to study a patient rather than 
a case, and to appreciate the difficulties with which the 
practitioner must contend. It helps the patient because 
it brings Harley Street to his bedroom, and cuts out 
the fatiguing journey and the long wait of a visit to 
hospital. 

What, then, is the ideal relationship of the practitioner 
to the hospital? The ideal relationship is one of the 
friendliest possible contact, of the closest possible co- 
operation. 

The consultant and the practitioner are both men trained 
in the same basic sciences and working for the same end. 
They have been parted by the increasing complexity of 


modern medicine. They have been forced further apart by 


some of the unintended and unexpected consequences of the 
new Act. Both are overworked. Both tend to assume a 
superior attitude which is really an inferiority complex with 
the bristles out. But both can work together if they try, 
and the first thing is that they should come together. 


GENERAL PRACTICE AND THE 
HOSPITAL* 


BY 


J. G. M. HAMILTON, F.R.C.P.Ed. 
Assistant Physician, Royal Infirmary, Edinburgh 


There seem to be many people who claim—and, for all 
I know, believe—that all the ills from which British 
medicine suffers to-day had an acute onset on July 5, 
1948. This, however, is to forget that all illness must 
be examined in the light of the previous history of the 
patient, predisposing factors, and environment. Changes 
in social and political climate, medical development, and 
the accelerated advance of knowledge are all important 
considerations in the diagnosis and treatment of the ail- 
ments of the body and mind of medicine. The chroni- 
cally precarious financial state of the old voluntary hos- 
pitals, the burden on the local rates which the develop- 
ment of the municipal hospitals caused, the rise in the 
cost to the patient of so many medical services in this 


*An address given at the Glasgow Office of the British Medical 
Association on April 1, 1953. 


increasingly complex world contributed their important 
shares to the drastic experiment initiated five years ago. 
It is not my purpose either to defend or to condemn 
the experiment, but rather to offer some thoughts on 
the problem of rehabilitation, with particular refer- 
ence to the association of general practice with the 
hospitals. 

During the past 30 or more years there has been an 


obvious change in hospital staffs. Whereas formerly 


many, perhaps originally all, senior members of hospital 
staffs worked as general practitioners for much of their 
time, now almost none do, and I sense a general attitude 
that this is as it should be. 


This development is usually attributed to the increas- 
ing specialization which has been so obvious in the same 
period. There is doubtless substance in this claim, especi- 
ally in respect of surgeons, but I do not think the advance 
of specialization is the whole reason in the case of non- 
surgical staffs. In Scotland the general physician—that 
is, the consultant who tries to survey the whole field of 
internal medicine—is still fighting a successful rear- 
guard action for survival against the forces of narrow 
specialism which are dominant elsewhere. However, 
the ever-increasing number and complexity of diagnostic 
and therapeutic techniques have influenced the pattern 
of hospital staffing, for the development of these tech- 
niques is inevitably a hospital matter, and therefore 
expertness—that is, specialism in their uses—is first 
acquired by the hospital staffs, and the hospital physician 
acquires skill which the doctor working outside hospital 
has little chance of attaining, or at any rate can do sc 
only much later. More and more, therefore, the hos- 
pital physician has devoted his time to applying these 
special skills and the experience gained in their applica- 
= _ while still trying to maintain a wide general 
outlook. 


Also the financial and social eminence attainable, at 
any rate in former days, by top-flight consultants has 
attracted men into purely hospital and consultant work 
divorced from the rough and tumble of general family 
practice. 


Hospital Staff and Domiciliary Practice 


Be the explanations what they may, we were already, long 
before the last war, faced with the fact that the general 
hospitals were for the most part staffed by men who were 
not engaged in general practice, and indeed in many cases, 
to their detriment, never had been. This trend has con- 
tinued, and has probably been accelerated by the war and 
by the introduction of the National Health Service, so that 
now there are very few G.P.s on general hospital staffs, and 
the idea is prevalent that none need apply. The almost 
universal practice of appointing junior staff—that is, regis- 
trars, senior registrars, and others—to whole-time appoint- 
ments, and the difficulties in the way of any two-way traffic 
between general and hospital practice, are already breeding 
a race of young consultants who have not only no experience 
of general family practice but very little of domiciliary 
practice of any kind. To my mind this is one of the gravest 
defects of the Service, since, in the future, consultants will 
lack a vital element in their training—namely, the experience 
of attending people in their own personal and domestic 
environments, experience which contributes so much to 
the making of a good doctor, and lack of which accentuates 
the danger of the development of an impersonal and 
mechanistic approach to what are, after all, intensely human 
problems. 

Since the clinical teaching of. undergraduates is almost 
entirely confined to members of hospital staffs, their increas- 
ing lack of experience in family and domiciliary practice 
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has a harmful effect on the vocational training of the young 
doctor, which the trainee-assistant scheme does not wholly 
eliminate. 

The absence of practice experience on the part of hospital 
staffs and the prevalent absence of hospital experience (be- 
yond that acquired in house appointments) on the part of 
general practitioners have created and are steadily accentua- 
ting a cleavage between these two branches of the profes- 
sion. This cleavage is unfortunate enough in itself, but, 
unhappily, it is associated with a tendency for one section 
to lose its respect for the other. The hospital man looks 
down from his rarefied pinnacle on those who are “ only 
G.P.s” as a quite inferior form of life, and the G.P. regards 
the hospital man as a “ test-tube doctor” who can do little 
without his laboratory and his investigations and whose 
advice in the end may be anything from a pronouncement 
as from Jehovah to the wildest impracticality. 

There is nothing to be gained by denying that bad work 
is done in general practice, since doctors are only human 
and their qualities and knowledge vary almost infinitely. 
Equally, and for the same reason, we must recognize that 
much bad work is done in hospitals. However, we should 
not legislate only for the bad but also, and more impor 
tantly, for the good and the average. : 

All these are matters which cannot be ameliorated over- 
night by any administrative action. Improvement can be 
achieved only by improvement in the climate in which 
medicine is practised, involving the medical undergraduate 
curriculum, the qualities and attitudes of the teachers, and 
the provisions for suitable postgraduate training, as well as 
the administrative framework. Of educational matters I 
would only say that vigorous thought, self-criticism, discus- 
sion, and experiment are prevalent throughout the profes- 
sion to an extent greater, I think, than ever before. A healthy 
portent of things to come. 


Administration and Organization 


I wish to examine some aspects of the administrative and 
organizational side of this problem. On the question of 


‘the staffing of the general hospitals, teaching and non-teach- 


ing, we must not adopt a Canute-like attitude and call for 
a halt to the tide of specialism and the development of new 
techniques. For one thing, the tide is probably irresistible, 
and, for another, if progress were to stop regression would 
quickly follow into empiricism and superstition, of which 
indeed there is still all too much. We should not strive to 
return to the days when the big hospitals were staffed by 
general practitioners, but should aim at utilizing the best 
of the old with the best of the new. Young men who hope 
for a specialist career should be set free from the whole- 
time bonds which bind them to a rigid time-limited scheme 
of training in an orderly succession of hospital posts. They 
should be enabled to do as many of their predecessors did, 
and, taking such advice as they care, guide their own foot- 


. steps and acquire such varied experience as they themselves 


think necessary or desirable to fit them for successful appli- 
cation for senior posts and for successful and satisfying 
senior work. They should all be encouraged to gain experi- 
ence in general practice. 

The trainee-assistant scheme should be open to men who 
at the time of entering do not intend to make general prac- 
‘tice their career but who wish to gain this invaluable experi- 
ence under the guidance and care of good G.P.s. A propor- 
‘tion, at least, of the posts of registrar and senior registrar 
should be part-time appointments so that the holders would 
be free to undertake other part-time work in, for example, 
generai practice. If these things were done, and if there were 
no limit to the number of registrar posts the young men could 
hold in succession, it would be easier for the registrar who 
changes his mind and wishes to enter general practice, or 
who is unsuccessful in applications for senior hospital posts, 
or who, for that matter, has taken registrar posts to obtain 
training, experience, and skill as a deliberate step to general 
practice, to secure an entrance to practice. The stigma of 


“ stickit specialist” would not adhere to him, and executive 
councils would not reject him as consistently as they appear 
to do to-day. ; 


Part-time Appointments 


Let us look at the other side of the penny. There should 
surely be no real or implied bar to the appointment by 
hospital authorities to junior or senior part-time posts of 
men who are engaged in general practice, so long as the 
applicants can show to the satisfaction of the appointments 
committees. that they are suitably qualified and experienced 
to do the work and are able to give the necessary time from 
their practice commitments. We may be sure that no one 
will apply for a part-time hospital post who does not wish 
it and who cannot give the necessary time, and we may be 
equally sure that boards will not appoint men whose quali- 
fications and availability do not satisfy them. - 

It will be appreciated that these two propositions, on 
registrar posts and on G.P. applications for staff posts, are 
interdependent. The registrar who is engaged in part-time 
general practice, or who, after a variety of hospital posts, 
has entered whole-time general practice, would not be de- 
barred, solely by reason of his engagement in general prac- 
tice, from applying successfully for a part-time hospital post. 
Equally, few if any G.P.s would succeed in convincing 
appointments committees of their qualifications for part- 
time hospital posts who could not point to recent experience 
in the appropriate field of hospital work. Such part-time 
hospital and part-time general practice posts need not be 
confined to either the junior or senior ranks of the hospital 
service, but should be open throughout the range, the only 
criteria being suitability of qualifications and certainty of 
availability. 

It is, of course, unrealistic to imagine that all G.P.s would 
quickly acquire hospital appointments. Many would not 
wish them, many could not claim the necessary qualifica- 
tions, and many with large or even moderate lists could not 
give the time. Yet it is just as foolish to imagine that because 
a man is engaged in practice he cannot have acquired the 
qualifications and interest necessary to maintain his place 
in a hospital team. 

G.P. clinical assistantships in hospital seem to me to offer 
only a limited usefulness, and that chiefly in the field of post- 
graduate training. In my view they are not the answer to the 
problem of the association of the G.P. and the general 
hospital. 

I do not propose to discuss at length the question of 
remuneration, for I think that, important as it is, it is not 
fundamental in respect of the matters I have mentioned. 
Let it suffice for me to say that I believe that the rate for 
the job should be paid. 


Beds for G.P. Use 


These preceding thoughts have been in respect of the G.P. 
on the general hospital staff qua staff member. I turn now 
to the G.P. on the hospital staff gua G.P. I think we should 
accept that, so far as the general wards and units of general 
hospitals are concerned, there is little likelihood of beds 
being set aside for G.P. use. Any belief to the contrary 
seems to me to savour of the Canute-like attitude to which 
I have referred already. Several considerations bring me 
to this conclusion. By long tradition the senior physician 
(or surgeon) of a general hospital unit in Scotland is “the 
chief,” and he carries the overall responsibility for all the 
patients in his unit. It follows that the remainder of the 
staff of that unit are, to a greater or less degree, subordinate 
to him, yet the essential idea of G.P. beds is that the G.P. 
should be fully responsible for the care of his patients in 
those beds. If of neighbouring patients one were looked 
after by the senior physician and the other by his own G_P., 
it would be impossible to avoid the development of a feel- 
ing of two degrees or qualities of medical care, and, how- 
ever unjust or unfounded this might be, it could only be 
harmful to all. Nursing and ward-round schedules and the 
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requirements of student and nurse training would make ward 
organization nearly impossible if a proportion of the beds District Hospitals 


were under the charge of a number of G.P.s who, by the 
nature of their outside work, might well be obliged to visit 
their hospital patients at all sorts of irregular hours. 

On the other hand, there are to my mind many reasons 
why the G.P. should have beds at his disposal for the care 
of his own patients. I consider that no measure could be 
introduced which would do more to improve the climate in 
which practice is conducted than the provision of G.P. beds. 
{n many country districts there are large or small cottage 
hospitals staffed by the G.P.s of the neighbourhood, many 
of whom have expressed themselves to me as at a loss 
to understand how city practitioners manage to carry on 
good practice with no hospitals in which they can look after 
their own sick patients or confine their own parturient 
women. The American G.P. usually has his local hospital 
in city or country, and cannot imagine how his British 
counterpart can do good work lacking such facilities. 


Hospital Developments 


There is a growing distinction between general practice 
medicine and hospital medicine, caused partly by increasing 
specialization and the development of new techniques and 
partly by social factors such as bad housing, the absence 
of domestic help, and the increase in the proportion of 
elderly persons in the population. It is perfectly right to 
regard the study and selection of patients suitable for mitral 
valvulotomy, or the treatment of patients suffering from 
thyrotoxicosis with radio-iodine, to take but two up-to-date 
examples, as hospital medicine, but, speaking generally, and 
of course recognizing that there are many exceptions, the 
treatment of acute pneumonia or congestive heart failure or 
peptic ulcer, or many cases of sciatica, and a host of other 
things, have become hospital medicine only because of the 
social and domestic obstacles in the way of treatment at 
home. It is not because these are extraordinary conditions 
or require special skill or special facilities, beyond the range 
of the patient’s family doctor. The G.P. who has a few 
private patients left is fully capable of looking after such 
patients in private nursing-homes and is usually prepared 
to do so; and he could do the same for many of his 
Service patients if he had beds at his disposal, given the 
admitted difficulties of looking. after them at home. 

A most significant result of these hospital developments 
has been to withdraw from the G.P. many of his patients 
at the times of greatest clinical interest and to deny him 
the professional satisfaction of a good therapeutic job done. 
I hold that nothing has done more than this to promote 
the much-discussed decline in the status of the G.P. and 
to turn him into a purveyor of certificates, a finger-post to 
hospital, and a prescriber for minor ailments. 

A more satisfactory distinction would be between “ ordin- 
ary” medicine—that is, clinical problems which are within 
the competence of the ordinary, average trained man—and 
“ extraordinary ” medicine—that is, matters requiring special 
skill or special techniques. It is wasteful to use beds in 
highly organized and elaborately equipped hospitals for the 
routine care of “ ordinary” cases. Indeed, the big general 
hospitals have become inflated in size partly because they 
have been gradually obliged to undertake more and more 
of this work for the various reasons I have suggested. It is 
often actually detrimental to patients, especially the young, 
the old, and the nervous, to “ hospitalize” them in large 
and to some extent impersonal and frightening institutions 
which may be a long way from their homes, and this 
should not normally be done unless there are overriding 
medical reasons—for example, the real or suspected exist- 
ence of some “extraordinary” condition. There must, of 
course, be room for variation in usage. There can be no 
objection to the hospital consultant’s undertaking the care 
of a patient with an “ ordinary ” illness if this is the desira 
of the patient or his doctor, or if he should be engaged upon 
a particular research problem. : 


I consider, therefore, that there is need not for more and 
yet more general hospital beds but rather for district or — 
neighbourhood hospitals where the local practitioners could 
look after their own patients. As I conceive it these should 
be small and many rather than large and few, so that they 
would not frighten the timid, would have an atmosphere of 
belonging to the neighbourhood, and would reproduce so 
far as possible the atmosphere of district nursing-homes. 
The services of consultants should be available, as should 
simple ancillary diagnostic and therapeutic services, and 
there should be a qualified nursing staff. The district nurse 
should have her headquarters there. The district hospital 
should be the district maternity home, where practitioners 
would deliver their own patients. The maintenance of a good 
standard of G.P. midwifery surely depends on continuous 
practice in normal deliveries. The specialist obstetric 
hospital should be primarily concerned with the abnormal 
or “ extraordinary.” 

The provision of district hospitals, offering to the urban 
practitioner, if he should wish to make use of them, the 
facilities enjoyed by so many rural practitioners, does not 
seem to me to be a Utopian concept, but an eminently 
practical one. These hospitals might, of course, be large 
chromium-plated palaces specially built for the purpose, but 
they need not be. The utilization and modest modification. 
of existing domestic buildings could provide a perfectly 
adequate substitute. Jt is usually stated that a multiplicity 
of small hospitals is more expensive to maintain than one 
large hospital, but this is certainly not the whole story. A 
new large general hospital or a large addition to an existing 
one must be a new construction, the cost of the building 
and equipment of which is astronomical at the present time. 
It is because we usually think of new hospital provision in 
terms of modern general hospitals, with their complicated 
equipment, laboratories, and ancillary departments, that we 
shy at the cost and say it cannot be done in our lifetime. 
The district hospital on the cottage-hospital model is a 
much simpler affair which, provided at comparatively 
modest cost by modification and improvisation, might well 
reduce drastically the need for the provision’of new ultra- 
expensive general hospitals. Even if over the years the 
cost were somewhat higher the price would be a small one 
for the nation to pay if it restored to the G.P. (where he 
has lost it) the affection and respect of the public and a 
professional pride in his work. 


Conclusion 


I do not deny that I have been looking into the future, 
even the distant future, but I firmly believe that a start 
must be made soon if the adverse trends of the past and 
the present are to be halted or modified. I would plead 
for a reorientation of our thinking on the matter of hospital 
planning. Too much of our attention has been given to 
the specialist aspect of hospital development. Regional 
boards are charged with the duty of hospital planning, but 
in the nature of things this has meant the planning of 
specialist services and hospital provisions. No body under -° 
the Service, apart from the Government departments, is 
charged with the duty of planning the general medical ser 


‘vice except in respect of the distribution of practitioners. 


This is a sad omission. We all pay service to the family 
doctor as the base of the edifice, but I fear it is usually 
lip-service. Little is done to ensure that the climate in 
which he works is that which is most conducive to good 
oe maintenance of old and the development of new 
skills. 


The new diagnostic and therapeutic techniques of to-day 
should be the commonplace of to-morrow. Once the 
sphygmomanometer was owned and used only by the con- 
sultant, now it is as much a general professional badge of 
office as the stethoscope. The anticoagulant treatment of 
intravascular thrombosis is at present a matter for the 
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hospital consultant, but there is no reason why it should 
not come to be understood and applied by the family doctor 
if reasonable facilities were made available to him. The 


. essential provision, in my view, is the district or neighbour- 


hood hospital. This I consider to be the most powerful 
way to bring the G.P. back from his backwoods isolation 
into the general community of advancing medicine, of which 
his training should entitle him to be a full member. 


Medical Memorandum 


Acute Inversion of the Uterus Successfully Treated 
by Intravaginal Hydraulic Pressure 


Acute inversion of the uterus is one of the rarest and most 
serious of obstetrical complications. Only two cases have 
been recorded at the Sussex Maternity Hospital (receiving an 
average Of 1,500 cases yearly) in the past 25 years, of which 
this is a record of the second. The former patient died from 
shock before replacement of the uterus could be attempted. 
It seems worth while to report the successful treatment of 
the latter, to emphasize the value of early recognition and 
the value of modern anti-shock therapy. ; 


REPORT 


A 2-para was admitted on February 23, 1950. Her last 
menstrual period was on May 17, 1949, and the expected 
date of delivery February 24. The pregnancy was normal ; 
Wassermann reaction negative ; blood group O, Rh-positive. 
Her previous health and confinement had been normal. 
Regular pains had begun four hours before admission at 
5 p.m., when there was no show; the presentation was 
L.O.P.; and uterine contractions were of fair intensity, one 
in 10 minutes ; and the foetal heart rate was 140. A soap 
enema was given. At 7.30 p.m. pains became stronger, with 
a frequency of one in two minutes, and at 10.30 p.m., when 
she was fully dilated, the presenting membranes were rup- 
tured. Vaginal examination showed persistence of the 
L.O.P., in the lower third of the pelvis, and at midnight, 
as there was‘ no rotation or advance, forceps were applied, 
and with a very easy pull the head was extracted face to 


_ pubes. The shoulders and trunk followed easily with no 


perineal tear, and intravenous ergometrine, 0.5 mg., was 
given. The uterus appeared to retract well, but on moderate 
pressure being applied to express the placenta the inverted 
uterus with placenta attached appeared at the vulva. The 
placenta and membranes were removed, and the uterus was 
placed in the vagina, but no attempt at reduction of the 
inversion was made. Morphine sulphate, } gr. (16 mg.), was 
given, and an intravenous plasma drip started. 

On my arrival at 1 a.m. the pulse rate was 140 with 
reasonable volume and the general condition seemed fairly 
satisfactory. On abdominal examination the cervix was 
palpable just above the pubes as a large dimple admitting 
two fingers. A blood transfusion was substituted for the 
plasma and the patient anaesthetized with open ether. The 
completely inverted uterus was found firmly retracted in the 
vagina. 

Reduction by the method of O'Sullivan (1945) was decided 
on. The introitus being blocked with the left hand, “ dettol ” 
solution at 118° F. (47.7° C.) was gently pumped into the 
vagina by the right, using a freshly boiled Higginson syringe, 
pumping being continued to replace leakage. From time to 
time the cervix was examined abdominally for signs of 
dilatation, and these appeared after about 15 minutes. Con- 
tinued douching was followed by further dilatation until it 
was possible to insert the coned hand (main d’accoucheur) 
into the half-dilated cervix, when to-and-fro movement with 
separated fingers assisted the dilatation. This being com- 
plete, the inverted uterus was reduced with the right hand, 


starting with the part next to the cervix and working to the , 


fundus. When replacement was complete the uterus was 
grasped abdominally with the left hand and ergometrine, 


0.5 mg., was given intravenously, the right hand remaining 
in the uterus till retraction was established. It was then 
slowly withdrawn to the vagina, where it encircled the 
cervix and helped it to contract, to avoid recurrence oi 
inversion. There was very little loss, the pulse rate was 
160 and the volume fair, and the condition seemed good. 
At 5 a.m., when 2 pints (1.1 litres). of blood had been 
given, the transfusion was discontinued, and at 6 a.m. 
improvement justified removal to the general ward. At 
10 a.m. the pulse rate was 100 of good volume, loss was 
bin A small, the uterus well retracted, and the condition 
good. 

Penicillin, 500,000 units, was given three-hourly for the 
first day and then twice daily till the fourth day, when, after 
three days of slight pyrexia of 98.8° F. (37.1°C.) and a 
pulse rate between 100 and 110, the patient had a slight even- 
ing rigor, with a temperature of 101.8° F. (38.8° C.) and a 
pulse rate of 140. No cause was found, a vaginal swab and 
catheter specimen of urine showing no pathogenic organ- 
isms. Penicillin was discontinued and sulphadimidine, 1 g., 
was given four-hourly. In 24 hours the temperature was 
normal and the pulse rate 100. No further fever occurred, 
and in four days chemotherapy was stopped. Involution of 
the uterus continued normally. 

On the thirteenth day a blood count showed Hb 55%; 
red cells, 3,150,000; C.I., 0.87; white cells, 8,900, with 
normal differential. A further 2 pints of blood was trans- 
fused and the patient was discharged on the nineteenth day 
in a very satisfactory condition. Post-natal examination on 
April 17, seven weeks after delivery, showed a well-involuted 
uterus, mobile and anteverted. The cervix was normal and 
the perineum in good condition. The menses had not 
resumed. The patient’s general condition was excellent. 

The baby was a healthy female, and had regained her 
birth weight of 8 Ib. 12 oz. (4 kg.) on leaving hospital. The 
feeds were complemented, owing to a poor breast-milk 
supply. 

COMMENT 

In retrospect, the management of the third stage should 
not have been the cause of the inversion. Intravenous ergo- 
metrine is in almost daily use and the amount of fundal 
pressure exerted was very moderate. 

Shock disproportionate to the amount of blood lost is the 
usually prominent and dangerous symptom in this rare and 
serious complication of childbirth. The shock apparently 
results from stretching of the nerves in the broad ligament 
of the inverted uterus. Restoration of the uterus to the 
normal position as quickly and as gently as possible is the 
best treatment, since it removes the cause of the shock. The 
conditions of treatment can, to judge by this case, be ful- 
filled by replacement of the uterus by intravaginal hydraulic 
pressure, as suggested by O'Sullivan. 

J. F. Enricat, L.R.C.P.&S.1., L.M. 
Obstetrician, Sussex Maternity and Brighton General 


REFERENCE 
O’Sullivan, J. V. (1945). British Medical Journal, 2, 282. 


This year’s Summer School of the Central Council for 
Health Education was held at Royal Holloway College, 
Englefield Green, Surrey, from August 10 to 20. The 
inaugural addresses were given by Alderman W. E. Yorke, 
chairman of the council, and Dr. John Burton, director of 
the council. The programme included lectures on “ Health 
at Home,” by Dr. John D. Kershaw, medical officer of 
health for Colchester ; “ Health at School,” by Dr. C. M. 
Fleming, reader in education for the University of London 
Institute of Education ; “ Health at Work,” by Dr. Richard - 
Schilling, reader in the Nuffield Department of Occupational 
Health in the University of Manchester ; “ Health Education 
in Hospital,” by Miss K. A. Douglas, matron of St. Mary’s 
Hospital ; and “‘ Care of the Aged,” by Dr. C. A. Boucher, 
medical officer, Ministry of Health. Seventy students 
attended the full course from all parts of this country and 
from many widely different overseas areas. 
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Reviews 


AIMS OF BIOPHYSICS 


Progress in Biophysics and Biophysical Chemistry, volume 3. 

Edited by J. A. V. Butler and J. T. Randall, F.R.S. (Pp. 386. 

17 figures. £3 3s.) London: Pergamon Press. 1953. 
In this, the third volume to appear since 1951, the problems 
of ascertaining molecular structure, with special reference 
to biological systems, are discussed at length. In addition, 
the book contains articles on the theory of the ionic double- 
layer and on transport processes through membranes. In 
looking through this and the previous volumes we have 


the impression that the editors have scraped the biophysical — 


pot fairly clean, so that we may expect a pause of several 
years before progress justifies a new volume. 

We may therefore profit by this respite to reflect on just 
what is meant by biophysics. Physiology concerns itself 
with the analysis of living behaviour. As our knowledge 
increases, this analysis may be pushed so far that some 
phenomena, notably the conduction of the nerve impulse, 
can be expressed in terms of the concepts of the physical 
chemist. But in other aspects our knowledge of the pheno- 
mena is still too limited to permit of a description in terms 
of such fundamental concepts, and the physiologist has to 
limit himself to categories that are still remote from precise 
definition—reflexes, hormone action, and so on. Corre- 
spondingly, physiologists have tended to fall into two very 
loosely defined and frequently overlapping classes—namely, 
the general physiologist, concerned with the fundamental 
activities of the cell and trying to interpret them in terms 
of physical theory, and the mammalian physiologist, con- 
cerned with those phenomena that depend not so obviously 
on the fundamental characteristics of the living cell as on 
their integration in patterns. 

A glance at the titles of the articles in the three volumes 
under discussion would suggest that their objects largely 
belong to the area covered by the general physiologist, so 
that one might be inclined to accept the term “ biophysics ” 
as a substitute for “ general physiology.” And, indeed, it 
was in this sense that the title of biophysicist was first 
adopted in Britain. But on examining the matter contained 
in the articles we see that the editors take a rather different 
view. In essence—and with some exceptions—the articles 
are concerned with the application of physical techniques 
to living matter or often to matter derived from living 
organisms. The emphasis seems to be on technique rather 
than on the elucidation of vital activity, and consequently the 
reader is left only too often wondering exactly what progress 
has been made, and just as often the answer is, Very little. 
Apparently the editors consider any physicist who uses his 
instruments on matter of biological origin to be a bio- 
physicist, whether he be an electron-microscopist or a radio- 
engineer assaying radio-isotopes in a hospital. As a result, 
the volumes are a strange mixture of genuine physiology 
written by genuine physiologists, genuine physiology written 
by people with no claim to the title of physiologist, pure 
chemistry written by not-so-pure chemists, and so on. As 
such they must occasion disappointment to every .reader— 
whatever his scientific inclination. 

The growth of a new branch from the main stem of 
an existing science is a natural process, often deplored at 
first but finally welcomed as a healthy sign of progress. 
Thus biochemistry is an offshoot of physiology ; their ends 
are similar, but the technical and theoretical requirements 
of the biochemist have become so highly specialized as to 
warrant the separation. Biophysics, viewed simply as an 
outgrowth from physiology, with its exponents trained in 
the discipline of biology as well as in that of a more funda- 
mental science, should be similarly welcomed. If viewed, on 
the other hand, as an unnatural segregation of physicists 
and physical chemists from the main body of their own 
fundamental science for the primary reason that accident 


or design has brought them into biological fields of investiga- 
tion, one’s welcome will not be free of misgivings, occasioned 
by the fear that such an assembly of scientists, divorced from 
their colleagues in the basic sciences and regarded with 
suspicion by the biologist, may degenerate into a sterile 
association reminiscent of the school of biomathematics in 
the U.S.A. 

A science, or branch of science, should be classified in 
accordance with its aims and certainly not by its techniques. 
If we define biophysics according to its aims we shall find 
that it is no more than animal and plant physiology, and 
we shall discover that progress in biophysics is by no means 
so impressive as the rapidity with which these volumes have 
appeared would lead one to believe. 

HuGu Davson. 


TUBERCULOSIS CLASSIFICATION 


The Classification of Pulmonary Tuberculosis. By Milosh 

Sekulich, M.D. (Pp. 322: illustrated. £3 3s.) ndon: 

William Heinemann. 1953. 
The purpose of classification is to group together objects 
of study within a defined field in such a way that thought 
within that field shall be as precise and action as effective 
as possible. To this end, classes should be clearly defined 
in terms understandable and unequivocal to all users. Since 
classes should be mutually exclusive, their defining char- 
acteristics should belong ideally to a single general category. 
Statements about characteristics belonging to any other 
general category cannot usefully or legitimately be included 
within the definition, since such characteristics must, once 
the defining characteristics have been specified, be the 
subject of empirical study. Too many classifications in 
medicine fail to satisfy these desiderata ; failure to establish 
definitions in terms of the smallest possible number of defin- 
ing characteristics leads to the unnecessary importation into — 
them of propositions which are thus imposed upon the 
reader a priori, although they should, in fact, be treated 
empirically. 

Dr. Sekulich, in his ambitious attempt to provide a 
theoretically comprehensive classification of pulmonary 
tuberculosis, has not succeeded in avoiding these pitfalls. 
Throughout the classification, defining characteristics are 
inextricably confused with propositions the truth of which 
ought to be established empirically. For instance, all pul- 
monary tuberculosis is divided into four principal forms— 
the inflammatory, the caseous, the fibro-caseous, and the 
fibrous. This would normally be taken to indicate a morbid 
anatomical basis for the classification, but these four groups 
are equated without comment, and without production of 
any evidence to support the equation, with temporal stages 
in the development of the disease, the inflammatory and 
caseous groups being stated to belong to the primary, and 
the fibro-caseous and fibrous groups to the post-primary 
stages. 

Other curious equations are those of primary with 
acute and of post-primary with chronic forms of pulmonary 
tuberculosis. For reasons unstated, fibro-caseous forms are 
said to spread “ by the bronchogenic route,” while fibrous 
forms develop “ by haematogenous and lymphatic routes.” 
In the foreword a “law” is stated to the effect that “it is 
regularly observed that the most recent lesions are absorbed 
or healed first in the process of regression, and the original 
lesions last.” This may or may not be true, but the reader 
may reasonably expect that some evidence should be pro- 
duced in favour of such an interesting proposition, rather 
than that it should be presented to him ex cathedra. 

A number of terms of vague or confused meaning are 
used. “Epituberculosis” should surely be relegated to 
history now that the clinico-radiological pictures associ- 
ated with it are known to be due to either atelectasis or 
non-caseating tuberculous pneumonia. “ Tuberculoma” is, 
in current usage, a loose descriptive term for rounded 
radiographic shadows thought to be tuberculous in origin. 
This usage, one may suspect, is mainly a cloak for ignor- 
ance, since at least three quite distinct morbid anatomi- 
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cal types of pulmonary tuberculosis may be associated 
with such shadows. These terms are so lacking in pre- 
cision that they should have no place in a classification, 
unless indeed they are newly defined for some specific 
purpose. The word “ phthisis” is used in the text as a 
synonym for the fibro-caseous forms of pulmonary tubercu- 
losis, although in the list of definitions of standard terms 
it is stated to mean “that the tuberculous patient shows 
the signs of emaciation.” The word “ fibrocavitaria” 
is said to denote “a fibrous form in which thin-walled 
cavities are seen in the absence of obvious caseation ” ; it 
is assumed, without presentation of supporting evidence, to 
be haematogenous in origin. The word “sclerocalcaria ” 
is used in the text without clear definition. A quotation 
from Laennec provides a good comment: “L’art de 


raisonner consiste surtout dans une langue bien faite; et 


rien ne nuit plus aux progrés d’une science que détourner 
sans motifs suffisans les noms de leur acception regue, ou 
d’en créer de mauvais.” 

A classification of pulmonary tuberculosis is required 
principally for such practical matters as the comparison 
of results of treatment, and the analysis of the true signifi- 
cance of notification rates. For this reason, it should not 
entail the acceptance of theoretical considerations which 
may not be generally agreed, and which, in their application 
to some practical instances, may actually be incapable of 
objective demonstration, but should be based as nearly as 
possible on simple facts of observation. The most widely 
used methods of classification are based on no more than 
extent of disease and the presence or absence of bacilli. 
Although the applicability of these is limited, they have the 
virtues of creating no confusion and implying no unproved 
hypotheses. The classification presented in this book does 


not possess these modest virtues. 
J. G. SCADDING. 


RECONSTRUCTION SURGERY 


tion Surgery an by wera Volume 1. Edited by M. 
Lange. (Pp. 262; illustrated 36 Swiss francs.) Basle: S. 


Karger. 

A new volume having the names of Sterling Bunnell, G. 
Kiintscher, Merle d’Aubigné, and A. Steindler among its 
contributors must command attention. It claims attention, 
however, as a new venture and as an attempt to overcome 
the language difficulty by being trilingual, and Switzerland 
seems the natural place for its publication. But its en- 
deavour to reach more readers goes no further than the 
addition of a translated résumé to the articles such as has 
characterized the Scandinavian publications. To be more 
truly universal in appeal this should be considerably ex- 
panded, as it is probable that none but the trilingual will 
feel that they get full value from the book. 

One-third of it is devoted to medullary nailing, and there 
are some enlightening comments both by its originator and 
by Vom Saal, of New York, who supports the conservative 
school favouring open methods of pin insertion. Both are 
insistent on strong nails and accurate and tight-fitting pins. 


Nested nails are recommended for the tibia and humerus. 


This is perhaps the most complete and interesting section 
of the book. In the second part there is general agreement 
about the frequency of necrosis of the femoral head after 
subcapital fracture—namely, 30%—and Béhler emphasizes 
that arthritic change is inevitable at some stage in almost all 
cases. There is no agreement on the value of immediate 
treatment of fresh fractures with a prosthesis. In the third 
section, on nerve disabilities, Bunnell discusses the transfer 
of the flexor sublimis in claw-hand, Merle d’Aubigné the 
tendon transplants in radial nerve paralysis, and C. E. Irwin 
the treatment of the hand paralysed by poliomyelitis. 

It is stated in the preface that critical comment on the 
articles by the editorial board will be included in the 
volume. Discretion appears to have erased such remarks 
from the first issue. The second, it may be hoped, will unite 
articles on similar subjects by means of comment from a 
single mind, and spare more space for résumés. Such 


a book thus expanded a little might well effectively replace . 
some of the annual volumes which appear on many subjects 
and are no more than a glorified index. 

\ J. G. Bonnin. 


HEALING ARTS 


Disease and its Conquest. By G. T. Hollis, M.A. {Onon.). 
Foreword by Maurice M.D., B.Ch.(Oxon 
F.R.C.P. (Pp. 163. 9s. 6d.) London: Oxford University 


Press (Geoffrey Cumberlege). 1953. 
The Healing Arts oe Their Future. By Kenneth Walker. 

The Changing World Series. (Pp. 222. 12s. 6d.) London: 

Frederick Muller. 1953. 
The first of these books is written by a layman for laymen. 
The author, Mr. G. T. Hollis, the editor of Oxford Medical 
Publications, has selected 40 or so medical conditions and 
written these descriptions of them. The facts given are un- 
exceptionable and succinctly stated, and any doctor will be 
grateful that such a book is written with accurate lucidity. 
Whether there is any demand by the public for a book 
of this sort the author and his publishers must know. If 
there is such a public, it is a pity that not more has been 
done here to make the dish more attractive and informing. 
To write that the introduction of insulin was one of the 
greatest advances in medicine is undoubtedly true, but to 
have told a little of the story of Banting and Best would 
have illuminated a flat pronouncement. And why write 
discreetly that insulin is obtained from “ other sources” 
and leave undeclared the diabetics’ debt to the stockyards ? 

Mr. Kenneth Walker has also written a book about medi- 
cine for the layman. It is lively, stimulating, and intelli- 
gent. If the doctor cannot expect instruction from it, he 
can at least read it with pleasure and without discomfort. © 
Mr. Walker assesses the present state of medicine, surgery, 
and psychiatry, and forecasts our future powers. Although 
himself engaged in a mechanistic craft, he rejects so narrow 
a conception of man and his ill-health, and, like some 
other distinguished surgeons, proclaims man in three dimen- 
sions. Being on the side of the angels, our author naturally 
ranges himself with the family doctors ; he writes nostalgic- 
ally of their past, sympathetically of their present, and 
hopefully of their future. This book well justifies its 
inclusion in a Changing World Series. 

D. V. HuBBLE. 


WOMEN IN MEDICINE 

Storming the Citadel: The Rise of the Woman Doctor. By 

E. Moberly Bell. (Pp. 200; illustrated. 18s.) London: 

Constable and Co. 1953. 

In no branch of work have women more fully justified their 
emancipation than in the profession of medicine, and now, 
with many thousands of them on the Register, it seems 
incredible that they should have met with so much and so 
bitter an opposition to their claims to be permitted to prac- 
tise medicine. When we read of one very distinguished 
physician who, as late as 1878, raised his hand to heaven 
and “testified that he had but one dear daughter and he 
would rather follow her bier to the grave than allow her 
to go through such a course of study,” we marvel at -the 
limited view and bigoted ideas of even the last generation. 
Nor. were the generality of women any wiser, for when 
Elizabeth Garrett told her parents she had decided to study 
medicine her mother “shut herself up in her room and 
cried for two days.” 

Yet the citadel of male conservatism in medical education 
was slowly and surely stormed by the patience and persistency 
of a few brave women—Elizabeth Blackwell, Elizabeth 
Garrett, Sophia Jex-Blake, Mary Scharlieb, and a few others. 
This book gives a very readable account of the struggle and 
should be read by every woman doctor and (to keep them 
humble) by all men doctors too. 

Let us spare a word of praise, however, for the few medi- 
cal men of enlightened views who helped the women on 
their way—Sir James Simpson, Mr. A. T. Norton, and a 
few others, while regretting that they were so few. 


ZACHARY COPE. 
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This week’s Journal is largely devoted to the prob- 
lems of general practice and the general practitioner— 
problems related in part to the intrinsic nature of 
practice in an age of expanding knowledge, in part 
to the altered scene resulting from the National Health 
Service. The greater portion of this week’s issue is 


taken up by reports produced under the guidance and . 


initiative of the General Practice Review Committee 
set up by the Council of the B.M.A. in 1950: 

“to review the present position in general practice, its 
difficulties and its trends, both generally and with refer- 
ence to the two years’ experience of the National Health 
Service Acts, and to the B.M.A. report on ‘ General 
Practice and the Training of the General Practitioner,’ 
and to make recommendations.” 

The Committee, under its chairman, Dr. C. W. 
Walker (a general practitioner in Cambridge), 
decided to cast its net wide and to gather to the 
greatest extent possible in a limited time the views 
of general practitioners and the facts of their prac- 
tice. It did this in two ways. It instructed the secre- 
tary of the Committee, Dr. Stephen Hadfield, one of 
the B.M.A.’s assistant secretaries, to make a field 
survey of a representative sample of general practi- 
tioners, and he spent a year (February, 1951—March, 
1952) investigating 188 practices, combining in this 
work, in the words of the Committee, “the labour 
of a Hercules with the wisdom of the Serpent.” 
Secondly, the Committee sent a postal inquiry to 
17,616 general-practitioner principals in the N.HS., 
and received a response from 12,657, or over 70%. 
On the basis of these and other inquiries the Com- 
mittee drew up its own report. It should be stressed 
that the field survey is the work of one individual, 
and, as the original contribution of Dr. Hadfield, 
appropriately appears under his name in our open- 
ing pages. Though part of the inquiry set on foot 
by the General Practice Review Committee, it is not 
a report of the Committee and responsibility for the 
findings and opinions in it lie with the author of what 
is an outstanding contribution to the subject. To lend 
point to a recurrent theme in Dr. Hadfield’s article 
and in the Committee’s report we also publish in our 
opening pages papers by Sir Heneage Ogilvie and by 
Dr. J. G. M. Hamilton on the theme of the general prac- 
titioner and the hospital. The results of the postal 


inquiry and the Committee’s own and highly impor- 
tant report appear in a specially enlarged Supplement. 
As the Chairman of Council, Dr. E. A. Gregg, points 
out in a prefatory note in the Supplement, the G.P. 
Review Committee’s report is not a report of the 
Association’s Council: it is a report which the 
Council has ordered to be printed. There is one last 
proviso. The survey and the inquiry were conducted 
before the Danckwerts award was made, an award 
which has gone far to remove the financial grievances 
of the majority of general practitioners. This should 
be borne in mind by those reading the Review Com- 
mittee’s report and Dr. Hadfield’s article. 

The first thing that may strike the reader of these 
documents is their objectivity, their honesty, and their 
sincerity of purpose. The warts and the wrinkles are 
there in the portrait painted. Many commentators 
will no doubt pick on this or that item or comment 
in order to bolster up political and other prejudices. 
In doing so they will bring discredit on themselves 
and not on general practice. There is much that is 
good and some things that are bad in general prac- 
tice to-day, and this can be truthfully said of any 
profession and of any section of any profession. The 
triteness of the truism is removed by the painstaking 
attempt to identify what is good and what is bad 
and, where possible, to give it some numerical assess- 
ment. To say that 55% of general practitioners are 
happy in their work may sound a little too precise. 
But it is fair to infer from this that in the pre-Danck- 
werts days approximately half the general practi- 
tioners in England, Scotland, and Wales were more or 
less content with their lot—a conclusion at variance 
with the views of the many propagandists at home 
and abroad who have tried to discredit the National 
Health Service. In view of the loose criticisms some- 
times levelled at general practitioners the following 
comment of Dr. Hadfield’s is to the point: “Over 
90% of the practitioners that I saw are undoubtedly 
interested and careful in the treatment of their 
patients. They give the necessary advice, supervise ~ 
rehabilitation, prescribe carefully, and do dressings 
and emergency treatment. Not for them the mere 
hurried writing of prescriptions that I witnessed among 
a few.” He found that some 90% of practitioners 
considered it their job to act as the patient’s “ guide, 
philosopher, and friend,” as well as giving him clini- 
cal care. He found evidence “of a decreasing ten- 
dency to unethical conduct, of the improvement of 
co-operation by formation of local general-practitioner 
associations or regular (bi-monthly) drawing-room 
meetings of groups of doctors, and of the formation of 
rotas.” In one industrial town four doctors previ- 
ously in opposition to each other had joined in 
partnership to grapple with the problems introduced 
by the N.H.S. Of those in practice before the intro- 
duction of the N.H.S. 90% used to meet a consultant 
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in domiciliary consultation: at the time of the survey 
the proportion was 94%. . Of the doctors’ premises, 
Dr. Hadfield found 10% to be unsuitable, and this 
usually in districts where the housing was generally 
bad: in one instance the doctor had to bolt his 
waiting-room chairs together to prevent their being 
taken away. “I found that 91% of practitioners have 
what one might call the full range of essential equip- 
ment.” As to the size of lists, 76% of country prac- 
titioners do not want more than 2,000 patients: in the 
towns 27% were in favour of a list of 2,500 ; 22% pre- 
ferred up to 3,000 ; 13% “ are quite happy with 4,000.” 
Fifty-eight per cent. of practitioners said they were 
working harder than they did before the introduction of 
the N.HLS. in 1948. In an attempt to summarize his im- 
pressions in tabular form Dr. Hadfield writes thus: 
“Tables which show that no less than 92% of the 
practitioners whose work was witnessed were ade- 
quate or better than adequate may come as a surprise 
after reading some of the paragraphs of this report. 
The apparent discrepancy is due to the emphasis 
necessarily placed upon faults and shortcomings be- 
cause of the critical approach to the survey.” 

The picture presented by Dr. Hadfield is that of a 
hard-working body of men and women doing their 
job conscientiously in the face of many difficulties and 
frustrations. It is a picture of men and women im- 
bued with a sense of vocation but often prevented 
from fulfilment in work because of unsatisfactory con- 
ditions—some of them trivial and therefore all the 
more irritating, and some of them fundamental. It is 
a picture that justifies a restrained optimism for the 
future of general practice—restrained because, unless 
remedies are applied soon and continuously, the 
present good service the public receives from general 
practitioners will deteriorate in time. Every profes- 
sion has its quota of unsatisfactory practitioners. 
That a few should be outstandingly bad is only to be 
expected. More care in the selection of students to 
medical schools is the remedy, and the closely 
reasoned debate on this in the recent Conference on 
’ Medical Education held by the World Medical Associ- 
ation showed that medical teachers are acutely aware 
of this. But unless the whole environment of general 
practice is as sound as it can be the best of men will 
fail to give of their best. 
Certain -conclusions come out of the survey and 
report. The first is that unsatisfactory relations with 
other medical and health workers and institutions im- 
pede the work of the general practitioner ; and it must 
not be concluded that in this the general practitioner 
is free from blame. He is not the only man who is 
in step. The second is that the N.HLS., by its rigid 
tripartite structure, has divided the medical profession 
more sharply than ever before into three separate pro- 
fessions instead of welding them into one. The third 
is that the rapid advances in medical science during 
the past three decades have imposed stresses and 


strains on all types of practice, and that these have 
created problems of their own the solution of which is 
not made easier by the inflexible structure of the 
National Health Service. By and large the relations 
between general practitioners and their patients are 
good. But the recurrent complaint is that all over the 
country a persistent few harass the doctor with trivial 
complaints: “The average doctor... would be 
much happier in his practice . . . if only he could 
purge his list of this hard core of inconsiderate 
trouble-makers.” In its report the Committee, how- 
ever, asks a pertinent question: “ Who shall say, with- 
out examining the patient, whether a condition is 
‘trivial’? ” Nevertheless the complaint represents 
something real—possibly overwork, possibly a feeling 
of loss of prestige. As the Committee’s report states : 
“. . . the danger of the present attitude is that the 
patient is coming to regard the general practitioner 
not as his adviser but as a person to give prescriptions 
and certificates and to refer to a specialist any illness 
of more than a minor nature.” Again, the report 
states: “ There is little doubt that there has been at 
least some deterioration in the doctor-patient rela- 
tionship.” 

On the whole relationships among general prac- 
titioners themselves seem to have improved ; there 
is a greater readiness to co-operate in the solu- 
tion of common problems. As the survey shows, 
there is still a sharp divergence of view between the 
G.P. and the medical officer of health, a divergence 
the N.H.S. seems to have widened. In the view of 
the Committee the remedy seems to lie “to some 
extent with the initiative of medical officers of health, 
who are appreciating more fully the need for personal 
contact. ... At the same time the Committee wishes 
to call the attention of general practitioners to the need 
for reciprocal action in this matter.” Complaints, 
too, are made about health visitors, and the Committee 
is convinced that a review of the functions and activi- 
ties of this group of public health officers is called 
for. There is an apparent weakening of the bonds be- 
tween general practitioner and consultant. The latter, 
being now less dependent on the former for his living, 
is thought to be more aloof. The G.P. gets reports 
from junior hospital officers instead of from senior 
consultants. Increased specialization makes it diffi-’ 
cult to get the opinion of a “ general consultant.” The 
G.P. is kept in the dark about his patient’s progress, 
or even death, in hospital. Added to this is the pro- 
gressive exclusion of the G.P. from hospitals and hos- 
pital work. As a root cause of these and many other 
difficulties the Committee criticizes the structure of 
the N.H.S. The administrative separation of the con- 
sultants under regional hospital boards, of general 
practitioners under executive councils, and the separa- 
tion of the public health service constitute “one of 
the most important causes of the lack of contact be- 
tween the three main branches of the profession.” - 
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Whatever virtues the N.H.S. may have, it has lessened 
the sense of unity in the medical profession, has made 
unification of services unbelievably difficult, and has 
created as many problems as it tried to solve. 

Dr. Hadfield’s survey, the results of the postal in- 
quiry, and the Committee’s report together make up 
the most valuable inquiry into general practice that 
has yet been made in this or any other country. The 
range of inquiry, the attention to detail, the fearless- 
ness of criticism, and the constructive nature of the 
many proposals for remedy will engage the attention 
of individual doctors, professional organizations, and 
Government departments for some time to come. 


. Underlying the whole approach of the G.P. Review 


Committee is the desire to make general practice in 
Britain better than it has been before so that it may 
continue to attract into its ranks men of the highest 
calibre, to preserve and enhance the standard of medi- 
cal care given to the people of Britain. And the Com- 
mittee wisely sees that this will not be possible until 
the different medical services under the N.H.S. are 
unified, until the profession is united, and until full 
co-operation of all health workers is secured. These 
desiderata are not yet fulfilled. Whatever divergen- 
cies of opinion there may be among various doctors or 
groups of doctors with this or that aspect of the survey 
and the report, they will be grateful to the Committee 
and its chairman, Dr. Walker, and to Dr. Hadfield, 
for the thorough and masterly way they have carried 
out the remit of the Council of the Association. 


THE G.P., THE CONSULTANT, AND 
THE HOSPITAL 
Throughout the Hadfield survey and the Walker re- 
port is a growing rumble of dissatisfaction over the 
relationship of the general practitioner to the hospital 
and, to a lesser extent, with the consultant or, rather, 
specialist. Since July, 1948, there has been a fall in 
the proportion of general practitioners doing hospital 
work, and a restriction in the type of work done. 
There is widespread complaint over the delays in get- 


_ ting patients into hospital, and of the failure on the 


part of hospital workers to notify general practitioners 
of the fate of their patients. There is grave dissatis- 
faction over the lack of hospital provision for the aged 
and chronic sick and over the delay in arranging ade- 
quate treatment of the tuberculous. Some of these 
complaints and difficulties have no relation to the 
National Health Service, but the exclusion of the 
general practitioner from hospital life has, and 
accounts in.no small degree for his feelings of isolation 
and frustration. Some 52% of the practitioners in the 
Hadfield survey “feel that practice is obstructed by 
the inadequacy of hospital services ”—that is, a quan- 
titative not a qualitative inadequacy. Only some 14% 
complained of difficulty in securing admission of 
urgent cases. Practitioners complain that increasing 


specialization means that hospital beds are allotted in 
small batches to an ever-growing number of special- 
ties. This apparently makes it more difficult than 
formerly to find a bed for a patient needing treatment. 
This is linked up with the practitioner’s concern over 
the difficulty of obtaining an opinion from a general 
consultant, now becoming a rara avis and being re- 
placed by a horde of narrow specialists, to the detri-. 
ment, in the view of many, of medicine. Practitioners 
asking a hospital consultant or specialist for an 
opinion consider that more often than was the case 
they now receive the opinion from a junior member of 
the staff, often from a registrar whose acquaintance 
with the conditions of general practice they believe to 
be meagre or, more usually, non-existent. Neverthe- 
less it may be questioned whether, before the war, 
many registrars had experience of general practice or 
whether many consultants had had such experience, 
at least those on the staffs of teaching hospitals. 
Though there may be some exaggeration of the 
position it is interesting to note that 23% of general 
practitioners in the survey thought that all consultants 
should have some experience in general practice as 
part of their training. 

The net effect of all this is to increase the sense of 
isolation of the general practitioner, to make him feel 
in a position of inferiority, and on this account to en- 
courage him to feel that his patient so regards him. 
Nevertheless practitioners, while complaining in this 
way, are sending more patients with minor conditions 
to hospital. As the Committee’s report puts it: 

“The habitual transfer of minor surgery to the hos- 
pitals is neither necessary nor desirable. The training 
of the doctor has included instruction in this work, and, 
in the view of the Committee, it is a part of general prac- 
tice. The constant sending of cases to hospital results 
not only in the loss of practical experience but also in 
a belief on the part of the hospital staff, especially the 
junior staff, that general practitioners are not competent 
to perform minor operations.” 

Some practitioners, however, feel that many of 
these minor conditions are better operated on in the 
out-patient department of a hospital than in a surgery. 
The urban practitioner, with a hospital on his door- 
step, is by the nature of things less likely to undertake 
minor surgery than his country colleague. Again, 
the country doctor is much more insistent than the 
town doctor that his work would be better if he had 
access to hospital beds. The Committee’s report 
strongly favours any arrangement which brings the 
general practitioner into contact with his patient when 
in hospital: “ This is brought out to most advantage 
where the general practitioner is on the staff of a local 
hospital.” The Committee regretfully notices a ten- 
dency among some practitioners “to accept isolation 
from hospitals and an impersonal relationship with 
consultants as an unavoidable result of the N.H.S.” 
It points out that it is the policy of the Representa- 
tive Body that the general practitioner should be con- 


\ 
have | 
Lich is 
of the 
ations 
ts are 
er the | 
rivial 
d be 
could 
lerate 
how- 
with- 
on is 
sents 
eling 
ates : | 
t the 3 
oner 
tions 
Iness ; 
port 
m at 
rela- 
rac- 
here 
olu- 
ws, - 
the 
nce 
yme 
Ith, 
nal 
hes 
eed 
nts, 
ivi- 
led 
he- 
_ A 
ng, 
rts 
or 
ffi-” 
he 
SS, 
‘0- 
er 
of | 
n- 
al 
of | 


720 Sept. 26, 1953 ‘THE G.P., THE CONSULTANT, AND THE HOSPITAL 


~ 


British 
MEDICAL JOURNAL 


stantly and closely associated with the hospital—a 
policy which those deeply concerned with the future 
of general practice will probably endorse. The report 
advocates access to special departments, clinical assis- 
tantships, and the provision of hospital beds for the 
treatment of “ general-practitioner conditions.” These 
recommendations of the Committee receive strong 
support in the two articles in this issue by Sir Heneage 
Ogilvie and Dr. J. G. M. Hamilton—both consultants. 
Dr. Hamilton urges that so long as the general practi- 
tioner can spare the time and has suitable experience 
nothing should bar his part-time appointment to hos- 
pital posts ; and he urges, too, that there should be far 
more flexibility in registrar posts, so that the registrar 
should also be free, for example, for part-time work 
in general practice. Dr. Hamilton apparently sees a 
to-and-fro movement between part-time registrar posts 
and part-time jobs in general practice ; this would do 
much to break down the barrier which now seems to 
many to exist between general practice and special or 
consulting practice. While Dr. Hamilton does not 
think much will come from appointing clinical assist- 
ants to hospitals, Sir Heneage draws attention to what 
he regards as a successful experiment conducted by 
the Barnet Group Hospital Management Committee: 
six general practitioners are appointed to clinical 
assistantships for six months—two in medicine, and 
one each in surgery, obstetrics and gynaecology, 
paediatrics, and dermatology. Each clinical assistant 
attends two sessions a week. 


a What are perhaps of most interest are the views 
a of these two writers on the provision of general-prac- 
Sle titioner beds. They both urge this, but in doing so 


OF Sir Heneage vigorously opposes their use for major 

&§ surgery. “Operating for a hobby,” he writes, “is a 
peculiar British sport, and its home has been the 
cottage hospital. Whatever happens, we must be sure 
that this horror never reappears among us.” Sir 
Heneage sees “ general medicine to-day . . . passing 
into the hands of the general practitioner,” and in cot- 
tage hospitals of about a 30-bed capacity he would 
have practitioners looking after their own patients 
and performing their own minor surgery. Neither 
Sir Heneage nor Dr. Hamilton considers it feasible to 
set aside for the family doctor beds in general wards 
or units of general hospitals. Dr. Hamilton makes a 
valuable distinction between “ordinary medicine ” 
and “extraordinary medicine.” The latter requires 
special techniques and ‘special skill available only in 
hospital and applied by specialists. Dr. Hamilton in- 
stances mitral valvulotomy and the treatment of thyro- 
toxicosis with radio-iodine ; as examples of “ ordinary 
medicine ” he gives the treatment of acute pneumonia 
or congestive heart failure or peptic ulcer. Many such 
conditions have become “ hospital medicine ” because 
of social and domestic bars to treatment in the home. 
Dr. Hamilton, exploring this idea, considers that the 


present need is not for more hospital ‘beds but for 
more “ district” or “ neighbourhood ” or “ cottage ” 
hospitals, simply equipped and developed in existing 
private dwellings. This proposal not only has the 
great merit of providing beds for the use of general 
practitioners ; it also suggests an economical way of 
easing pressure on expensive hospital beds over the 
next few years, and possibly of avoiding any unneces- 
sary extension of them. The views expressed by the 
G.P. Review Committee, by Sir Heneage Ogilvie, by 
Dr. Hamilton, and by the Representative Body of the 
B.M.A. all point strongly to one greatly needed reform 
—the widespread provision of beds for general practi- 
tioners where they may give continuous care to 
patients under their charge and in doing so gain the 
satisfaction and instruction that come from respon- 
sible clinical work under good conditions. At pre- 
sent about three-quarters of general practitioners are 
denied this. 


SOME POINTS IN THE POSTAL INQUIRY 


The postal inquiry conducted by the General Practice 
Review Committee was sent to 18,346 general practi- 
tioners, and it may be regarded as satisfactory that 12,657, 
about 70%, responded. These were divided into groups 
of between 400 and 500, and each such group was asked 
to answer two out of a long list of questions drawn up. 
In addition, just on 400 private practitioners were divided 
into groups of about 20 and similarly asked questions 
relating to their work : the response was disappointing, 
as only 56% of these private practitioners replied. Sixty- 
seven per cent. of the practitioners worked in towns, and 
33% in the country ; of the total 12,657 some 45% were 
single-handed practitioners and 55% were in partnership. 

On the whole the postal inquiry bears out the findings 
of the field survey. There are, however, discrepancies 
between the two, and the results of the postal inquiry 
convey a more depressing effect. For example, 61% of 
doctors answering the postal inquiry said that demands 
from ex-private patients were excessive, and only 26% 
of doctors in the survey held this view. According to the 
field survey 35% of practitioners would like to have 
private as well as N.HLS. patients ; in the postal inquiry 
this figure was 66%. In the survey 43% of practitioners 
were said not to want private patients, but only 19% 
expressed this opinion in response to the inquiry. The 
survey gave a fairly optimistic picture of the standard of 
diagnostic procedure, but the Committee in its report 
observes that “against this good result of objective 
observation must be set the subjective feeling expressed 
by a large number of doctors in the postal inquiry that 
they are unable, through lack of time, to examine patients 
as thoroughly as they would wish.” According to the 
survey 19% of practitioners were helped considerably 
by their wives in the administration of their practices ; 
the corresponding figure in the inquiry was 39%. Some 
27% of the practitioners questioned in the survey wanted 
more postgraduate facilities; but 62% answering the 
inquiry expressed the same wish—a wide discrepancy. 
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SOME POINTS IN THE POSTAL INQUIRY 


The Committee regards the survey as providing a more 
objective assessment of the situation, and in some in- 
stances the discrepancies may have resulted from the 
question being put less ambiguously in the survey. 
When it comes to expression of opinion discrepancy is 
to be expected and the reader will probably be safe in 
splitting the difference in his assessment of such situations. 
Where the answer can be “yes” or “no” to a plain 
fact a closer agreement should be, and is, found. For 
example, in the field survey 89% of general practitioners 
were found to have no access to hospital beds ; in the 
postal inquiry the figure was 72%. But of the 246 -prac- 
titioners (postal inquiry) who had no access to general- 
practitioner beds 76% believed their practices did not 
suffer as a consequence ; the other 24% said the contrary. 
In the survey 51% of doctors had developed some special 
interest in medicine ; the corresponding figure in the 
inquiry is 54%, and it is of interest to note the order in 
which the inquiry puts these interests : midwifery, paedi- 
atrics, anaesthetics, and minor surgery. According to 
the survey 30% of practitioners assert that the scope of 
practice had not been increased by recent advances in 
medicine. It is not quite clear what is meant by “ scope,” 
and maybe different interpretations were made of 
“recent.” In the inquiry 14% of doctors said that ad- 
vances in medical knowledge “ had had no effect on their 


~ practice.” It is difficult to understand just what this 


means: it may mean financial effect, effect on working 
hours, effect on interest in work, effect on the doctor- 
patient relationship. 

The analysis in the inquiry of the replies to questions 
on the care of the tuberculous is interesting. Forty-six 
per cent. of 313 practitioners were dissatisfied with the 
arrangements for domiciliary care ; 44% were satisfied. 
Criticisms are made that there is a “ great delay between 
notification and the first visit from the health visitor ” ; 
that the tuberculosis officer rarely visits the patients ; 
that the practitioner has not met the tuberculosis officer. 
One practitioner writes : “ It is difficult to know whether 
one is primarily responsible for the care of these cases 
or whether the local tuberculosis officer is. . In some 
cases directions and prescriptions are left by the tuber- 
culosis officer and in some cases the practitioner is left 
to his own devices.” On the other hand many practi- 
tioners expressed great appreciation of the value of the 
work of the tiberculosis officer and his department. 
Delay in getting patients into sanatoria is one of the 
gravest defects in the national handling of a serious 
problem. One general practitioner, in response to the 
inquiry, summed up his difficulties thus : “ The patient 
falls between two stools. Admission to hospital is not 
usually possible for a long period, during which time 
the T.O. does nothing and the patient relies on the G.P. 
for treatment. The G.P.’s treatment must be non- 
specific, and in many cases deterioration occurs. Since 
the advent of streptomycin, with co-operation of the T.O. 
treatment is sometimes started at home in suitable cases, 
and this has helped but by no means solves the problem.” 
Apart from the appalling delays in getting tuberculous 
persons into sanatoria, there is in the replies to the 
inquiry a general indictment of the official attitude to the 
problems of this disease. Two more quotations show at 
least the deep concern felt by general practitioners and 


their sense of frustration at not being able to do more for 
their patients. ‘“ Cases of active respiratory tuberculosis 
are allowed to remain in dark airless basement flats wait- 
ing for months for admission to sanatorium.” And 
again this : “‘ As methods of diagnosis have so vastly out- 
stripped methods of ‘ disposal’ of patients, and as the 
‘housing’ problem and overcrowding are as bad in X 
as anywhere in U.K., ‘ domiciliary open tuberculosis ’ is a 
menace to all the remaining occupants of the building— 
often far too many of them.” And so the sad monoton- 
ous story is retold in the faint hope that one day this 
country will decide to make tuberculosis as rare as 
diphtheria now is. 

There is much else of great interest in the report of 
the postal inquiry. For example, roughly half the practi- 
tioners questioned said they had direct access to patho- 
logical and radiological departments, and it is astonish- 
ing to note that about half said that their practices did 
not suffer because of the absence of such facilities. This 
sharp and even split of opinion is difficult to explain. 
In reply to a question whether the capitation fee 
“worked fairly for them as a method of payment, 
excluding from consideration the actual size of the 
central pool,” 65% answered “ Yes” and 34% “No.” 
Of those asked whether there should be financial recogni- 
tion of special skills and of length of experience 54% 
and 65% respectively said “Yes.” Throughout the 
survey and inquiry there runs the monotonous refrain of 
“Lack of time "—lack of time for minor surgery, lack 
of time for special examinations, lack of time for 
developing special interests, lack of time for hobbies, 
lack of time for reading medical journals. 


MIDWIFERY IN GENERAL PRACTICE 


The sections on midwives and on the practice of mid- 
wifery in the General Practice Review Committee’s re- 
port, the postal inquiry, and the survey will be read with 
the closest attention by all those interested in this diffi- 
cult and often controversial matter. According to Dr. 
Hadfield about one-third of practitioners dislike mid- 
wifery ; one-third are not attracted to it but consider it a 
necessary part of practice ; and one-third do as much 
midwifery as they can because they like it. This corre- 
sponds fairly closely to the 76% of practitioners in the 
inquiry who said they were general-practitioner obstetri- 
cians. It would seem safe to assume that whatever the 
facilities about 30% of general practitioners would avoid 
(and probably do avoid) undertaking any midwifery in 
the course of their work. Eighteen out of the 308 prac- 
titioners questioned considered it to be an essential part 
of general practice: “It is the keystone of a successful 
general practice.” On the other side comes this observa- 
tion: “ I have a large general practice and find that mid- 
wifery interferes with ordinary work. I dislike under- 
taking the responsibility without having enough practice 


~ in the branch to keep myself up to date.” There can 


be no doubt that the practice of midwifery brings a deep 
satisfaction to those who really love the work ; some 
undertake it chiefly to supplement income and acquire 
the necessary experience in order to do so. 
Relationships with midwives seem to have deteriorated 
since 1948. “Some midwives,” writes Dr. Hadfield, 
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“ appear to resent the general practitioners having any- 
thing to do with midwifery "—a complaint echoed in the 
inquiry. According to the inquiry 63% of practitioners 
consider there has been no change in relationship since 
1948 ; 11% believe it has deteriorated.. One doctor ob- 
serves that “ midwives since the advent of gas-and-air 
appliances have taken over practically all midwifery, and, 
even where one is expected by the patient to attend, the 
nurses confiscate practically all cases.” As against this, 
another doctor reports an excellent relationship with 
midwives and attributes this to the team-work spirit, to 
prompt attendance at calls from midwives, and to insist- 
ence on being present at birth in all booked cases. 

The Committee gave a lot of time to a careful consider- 
ation of the place of midwifery in general practice. “ It is 
firmly of the opinion that midwifery is an integral part of 
general practice and that every possible encouragement 
should be given to general practitioners to under- 
take it.” The Committee believes that the drift away 
from midwifery in general practice in recent years is to a 
large extent the result of the attitude of those responsible 
for obstetric services. Social and domestic conditions 
have encouraged confinement in institutions, and 
mothers are said to feel safer in a hospital where “ every- 
thing will be at hand in the event of an emergency.” 
But this makes what “ should be a natural physiological 
process supervised by the family doctor ” take on “ the 
aspect of a major illness requiring the care of a special 
department.” If because of unsuitable home conditions 
a confinement has to take place in an institution it should 
be possible for the woman to be attended there by her 
own doctor. (In his paper in this issue of the Journal 
Dr. J. G. M. Hamilton sees this being done in the “ dis- 
trict ” or “ neighbourhood ” hospitals he advocates for the 
use of general practitioners.) The Committee deplores the 
exclusion of the general practitioner from normal mid- 
wifery if only for the reason that this “ reduces his ability 
to deal with the abnormal.” Expressing its high appreci- 
ation of the work done by midwives, the Committee 
wants to see the gap between them and general practi- 
tioners bridged. “ The trouble is that, with the depleted 
number of domiciliary confinements, some midwives still 
seem to resent the doctor’s attendance at the confine- 
ment.” As a remedy, team-work is advocated. “ At an 
early date in the pregnancy the patient, her family 
doctor, and the midwife should meet together in the 
doctor’s surgery and decide whether the doctor should 
attend at the confinement in any event or only if the mid- 
wife finds his attendance necessary.” The Committee 
takes a firm stand against those who wish to prevent by 
administrative restriction general practitioners, or some 
of them, from undertaking midwifery. Paragraphs 69 to 
87 of the Committee’s report set forth a well-argued and 
most sober presentation of a highly important problem. 


SOME CHANGES IN GENERAL PRACTICE 
SINCE 1948 
How far has the National Health Service affected prac- 
tice since 1948? The first thing that comes to notice 
are the increased attendances in the surgery, coupled 
with a slight slackening off of visits to the homes of 
patients. An irritating feature is the growing number 


of late evening calls, offset to some extent by few calls 
during the night—perhaps related to an increase in 
institutional midwifery. Another effect is a levelling 
out of demand for the general practitioner's services 
over the year, resulting in more work during the summer 
months than formerly. There is a general criticism 
that patients with trivial complaints are on the increase : 
“ Often the trivial call is a means of obtaining a pre- 
scription for something which formerly the patient 
would have bought from the chemist. The idea that 
the public are entitled to such medicines from the 
National Health Service is now deep-rooted.” Increased 
work from this and other causes means that the practi- 
tioner finds less time than he used to to give the 
patient or his relatives a comforting chat. Less minor 
surgery is practised than formerly, and this may be 
related to the absence of special fees for this type of 
work. Some practitioners, however, think that minor 
surgery is better done in hospital. Some 45°, of 
general practitioners interviewed in the Hadfield survey 
applaud the fact that the scope of their work has been 
widened by the N.H.S., even though many of them do 
not like the Service : but they feel that it makes it 
possible for them to do more for their patients. On 
the other hand, 32% of the “ survey practitioners * con- 
sider there is now a tendency to regard the general 
practitioner as “a supplier of medicine rather than as 
a medical adviser.” Some 43% of general practitioners 
say they no longer wish to have private patients, while 
35% are anxious to preserve at least some private 
patients. “Over the whole-range of practitioners 
visited,” writes Dr. Hadfield, “ I found 37% more satis- 
fied and 42% less satisfied since the introduction of the 
N.H.S.” There were more younger doctors in the 
former group and more older doctors in the latter. A 
disturbing observation is that fear of complaints is 
making general practitioners anxious. An anxious man 
cannot do his work as well as he could. There appears 
to be a growing tendency to co-operation and a decrease 
in unethical conduct. 

Only 14% of general practitioners visited in the survey 
were prepared to make the N.HLS. “ the whipping boy ” 
for contemporary discontents and disabilities. Fore- 
most among these is complaint of delay in getting 
patients into hospital, inadequacy of hospital provi- 
sion, of delays and shortcomings in the treatment of 
tuberculosis, of the growing plight of the aged and 
chronic sick. The Committee points out that there 
are still young practitioners who cannot find the kind 
of practice they want, but—‘ The Committee cannot 
help feeling that some young men expect to get on rather 
too early and too quickly.” It also stated this elsewhere 
in the report: “ Not so loudly heard are the voices 
of those practitioners in middle life who wish to change 
their practices.” The Committee relates this difficulty 
to the abolition of the buying and selling of practices, 
and considers that the disappearance of this custom has 
affected the freedom of all practitioners. The middle- 
aged man “now has to apply for what is virtually a 
public appointment, in the competition for which he has 
been found to be at a disadvantage, possibly for the 
very reason for which he is seeking a change, that he 
is over 45 vears of age.” 
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General Practitioners 
AND 


DENIS LEIGH, M.D., M.R.C.P. 
Physician, Bethlem Royal and Maudsley Hospitals 


The introduction of the domiciliary visit has in many 
cases brought about a closer liaison between the general 
practitioner and the specialist. Visits to the patient’s 
home and to the practitioner’s surgery, and close 
acquaintance with the social structure of the district 
in which the practice lies, are of particular value when 
the specialty concerned is psychiatry. Since 1949 a 
relationship has developed between a group of four 
partners in a general practice and a psychiatrist which 
is believed to be mutually beneficial. We shall attempt 
to describe some of the experiences arising from this 
association. 
_ Description of the Practice 


The practice consists of approximately 14,000 N.H.S. 
patients. Most of them are from the lower middle class, 
and they live in a compact highly urbanized area of London, 
consisting of street after street of rows of houses. Semi- 
detached houses are uncommon, detached houses even more 
so, and there is only a sprinkling of flat-dwellers. The 
district is one of the few in London where large blocks of 
flats have not been erected since the war. The average 
house consists of front and back rooms, kitchen-scullery, 
three bedrooms, and bathroom-lavatory. Gardens are not 
common. An air of respectability pervades the area, and 
most of the families have lived in the district for many 
years. The large super-cinema is missing, and instead there 
is a small old-fashioned picture house. There are few 
public-houses, and churches are none too evident a feature 
of the landscape. The whole area, in fact, is a later nine- 
teenth-century residential suburb, with all that this implies. 
And yet, with all its imperfections, its inhabitants are fond 
of their district. 

Two main surgeries and a branch surgery serve the four 
partners who run the practice. An efficient full-time secre- 
tary is employed, together with a receptionist. All four 
doctors live in their own houses, away from but within easy 
reach of the surgeries. The relationship between four tem- 
peramentally different doctors is excellent, and the practice 
appears to the psychiatrist to run smoothly and efficiently. 
The psychiatrist arrived on the scene in mid-1949 to carry 
out a domiciliary visit. Since that time all psychiatric cases 
have been referred to him, as domiciliary cases, as out- 
patients at the Maudsley Hospital, or as private patients. 
From this material there emerges a fairly clear picture of 
the psychiatric problems which beset the general practi- 
tioner, and of the help which the psychiatrist can give him 
and his patients. 

Material 


Roughly the cases have been divided into three categories 
—the domiciliary cases, the out-patients, and the in- 
patients ; the last named will, of course, be derived from 
the first two groups. The private patients form such a 


relatively small group as not to merit consideration here. 
The relevant information is as follows : 


1949 1950 1951 
. Domiciliary visits .. 6 » 
Out-patients . . 23 62 
In-patients  .. 2 9 10 


As shown, the number of cases in all groups has risen 
year by year. In 1951 approximately one-fifth of the 
psychiatrist’s total domiciliary practice and one-fifth of his 
out-patient practice came from this one source. Given a 
practice of approximately 14,000 patients, the number of 
referrals (102) in 1951 is certainly not excessive—represent- 
ing only one patient for every 140 “on the books.” Prac- 
titioners commonly remark on the large numbers of their 
patients who, according to their lights, either have “ noth- 
ing wrong with them” or are “ psychiatric cases.” And 
yet the number of cases referred to the psychiatrist by 
the average practitioner is very much smaller than the num- 
ber referred by this particular practice. It may be that 
some doctors patronize several different psychiatric clinics, 
but this is not usual. The problem seems to be, first, that 
of selection, and, secondly, the attitude which the general 
practitioner takes towards psychiatry. Several surveys 
among medical students have shown that a majority opinion 
is extremely critical both of psychiatrists and of the claims 
they put forward. Prominent physicians and neurologists 
are likewise sceptical or even hostile, and as leaders of the 
profession must necessarily greatly influence the attitude of 
the average general practitioner. Much of this criticism is 
justified, but scarcely the hostility, for it leads to prejudice, 
and the patient may be an unwitting sufferer as a result. 
Clearly, a low opinion of psychiatry will deter the prac- 
titioner from calling in a psychiatrist. : 

The selection of cases is in many respects an even more 
difficult problem. If approximately 60% of a general 
practitioner’s patients present neurotic symptoms, which of 


‘them should he refer to the psychiatrist? Or should he 


refer them to the local chemist for a bottle of medicine ? 


The psychiatrist is also in a difficult position, for it cannot 


be said that unequivocal indications exist for certain types 
of therapy. And this is especially so where psychotherapy 
is concerned. What categories of patients is it worth while 
for the general practitioner to refer to the psychiatrist ? 
Should the more severe cases have priority over the less 
severe, or vice versa? The methods of treatment are so 
time-consuming and arduous that these questions merit 
serious consideration. 

It would be well, then, to consider the types of cases we 
have dealt with in these three years. They fall largely into 
four groups : the depressions, the neuroses, marital prob- 
lems, social problems. Surprisingly enough, schizophrenia 
and mania, which are particularly associated by the public 
with mental illness, form only a very small group. Like- 
wise, the psychiatric aspect of medical disorders has on 
the whole presented little of a problem to the psychiatrist. 
Although particularly interested in certain aspects of psycho- 
somatic medicine, the psychiatrist has felt that the general 
practitioner and physician are best suited to care for these 
cases. 

The role of the psychiatrist in the treatment of peptic 
ulcer, hypertension, ulcerative colitis, asthma, and other dis- 
orders in which emotional factors may be of importance 
has not been clearly determined. Extravagant therapeutic 
claims in this respect which cannot be substantiated do 
nothing to improve the relationship of physicians and 
psychiatrists. Only special research problems in this field 
have therefore been referred to the psychiatrist. Similarly, 
the general practitioners have not unduly burdened the con- 
sultant with geriatric problems, and particularly with the 
disposal of old people. So often the psychiatrist is called 
out when a practitioner cannot get an old person into 
hospital, or because relatives are pressing him to remove 
an elderly person—in some cases it must be said because 
the relatives no longer care to undertake their due responsi- 
bilities. If an adequate geriatric service existed the prac- 
titioner would find little need for a psychiatric opinion, 
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for these cases are not often abstruse or difficult problems 
of diagnosis or treatment. They do not compare with the 
problems presented by younger patients. 


The Depressions 

Of the four main types of cases, that of the depressive 
reactions looms the largest, and here the question of suicide 
is most often the reason for a consultation. Psychiatrists 
well know the difficulties of assessing suicidal risk, but it is 
astonishing how casually many medical men regard a threat 
of suicide. The casualty officer washes out the stomach 
of a patient who, let us say, has swallowed 100 aspirin 
tablets, and then sends the patient home; or the general 
practitioner dismisses a weeping young woman from his 
surgery with a bottle of sleeping tablets. These men are not 
necessarily to be blamed for their lack of psychiatric train- 
ing. Of-course, most patients who threaten suicide do not 
kill themselves, but every year there are, in fact, about 
4,000 suicides in England and Wales. What, then, should the 
general practitioner decide when confronted with this prob- 
lem ? In this particular practice a psychiatric opinion has 
been obtained. This procedure has relieved the family doctor 
of a good deal of anxiety, and has perhaps saved many lives. 
Only one suicide has taken place in the practice over the 
three-year period, when it might reasonably have been 
expected, on statistical grounds, that six suicides would have 
occurred. It might be said by some doctors that it is over- 
cautious to refer to a psychiatrist all patients who threaten 
suicide, and time alone will tell whether this is a correct 
policy, but even if only one patient’s life is saved it surely 
is a procedure which is worth while. 

Apart from those subjects of depression who have suicidal 
thoughts and impulses, there is a large group of patients 
in whom the diagnosis is not self-evident. Hypochondriacal 


symptoms may mask the underlying depression, whilst, at. 


the involutional period of life in particular, psychiatric 
symptoms in any form may be the manifestations of a 
depressive illness. A correct diagnosis will lead to the 
appropriate treatment, and often to the speedy resolution 
of the symptoms. The natural tendency of most depressive 
disorders is to remit, but the process of recovery can be 
greatly accelerated. It has been the custom in this practice 
to refer to the psychiatrist all patients who fell into the 
group of depressive disorders. The following cases illus- 
trate some of the points raised above. 


Case 1.—A married woman aged 39 was seen on a domiciliary 
visit on January 16, 1950. She stated that she was four months’ 
pregnant, and that the baby lay free within the abdomen. In 
spite of normal periods she believed she was being “‘ torn apart ” 
by the growth of the baby. She had also become depressed and 
apathetic, and lay in bed all day. She threatened to cut open 
her abdomen with a knife if the doctor would not “take the 
baby away.” She believed her pregnancy was a punishment for 
her sins, particularly for her animosity towards her sister. She 
was admitted to the Maudsley Hospital on January 23. A 
diagnosis of depressive reaction was made, and she received 
10 electric shocks. Complete recovery followed. Two years 
later a follow-up has shown that she is well, is working, and 
is symptom-free. 

Case 2.—A married woman aged 21 was seen as an out-patient, 
having been depressed and “ weepy” for the past three years, 
following the birth of her first baby. She complained of aching 
pains in the head and back, and felt that her body had been 
damaged during the birth of her baby. She felt that life was not 
worth living. She was three months pregnant when she married 
the father of the child, a withdrawn, unsociable Pole twelve years 
older than herself. Her family history showed that her mother 
was a hypochondriacal woman who had been unwell since the 
birth of her last child—her symptoms being almost identical with 
those of the patient—and that one sister drank heavily and was 
emotionally unstable. On examination the patient wept through- 
out the interview and showed evidence of many hypochondriacal 
ideas. She firmly believed her symptoms were the result of some 
unknown disease. A diagnosis of a depressive reaction with 
hypochondriacal features was made, and she was started on 
supportive treatment as an out-patient. A poor prognosis made it 
likely that she would need treatment extending over a lengthy 
period, with observation and a possible future admission to 


hospital. Her suicidal threats were not regarded seriously, and, 
in view of the hypochondriacal features, no attempt at educative 
psychotherapy was made. 


The Neuroses 


The second large group of patients comprises those with 
psychoneurotic disorders. Here again there is much ground 
for discussion, but it has been felt that the treatment of 
these patients is largely beyond the capacity of the general 
practitioner. Although many neurologists regard themselves 
as qualified to treat neurosis effectively, psychiatrists recog- 
nize that special techniques and facilities, and psychiatric 
training, are necessary. Again the main problem confront- 
ing the general practitioner is that of selection. Unlike the 
depressive illnesses, it is not essential to treat neurosis, and 
the number of neurotic patients is overwhelming. In a large 
practice selection must inevitably be made, and an emphasis 
has been placed on age, intelligence, and severity of symp- 
toms. By no means all of the neurotic patients referred to 
the psychiatrist have been suitable for treatment, but even 
in those cases unsuited to intensive treatment an attempt has 
been made to help the general practitioner with some of 
his more “ difficult” patients. And it is useless to deny 
that many neurotic patients are a source of exasperation 
to doctors, and even to psychiatrists. 

The chronically dependent patients, living on their 
monthly bottle and their five minutes with the doctor, may 
wear out the best of us—and the psychiatrists may give 
much-needed relief to the general practitioner with this type 
of case. With the young, intelligent, and comparatively 
well-integrated neurotic, treatment may be extremely suc- 
cessful ; and good results will convince the general prac- 
titioner that psychiatry can be of help to his patients. It 
has therefore been the policy of the psychiatrist to concen- 
trate his efforts on such patients, and to build up an organ- 
ization mainly devoted to psychiatric therapy. The briefer 
forms of psychotherapy have been used extensively, in the 
main aiming at symptomatic relief. 


Marital Problems 


The third group comprises the marital problems—the 
patients who consult their doctor, not on account of ill- 
ness, but because they are finding some difficulty in their 
marriage. The majority can be dealt with satisfactorily by 
the general practitioner, but there are cases which can be 
dealt with only by a psychiatrist. This is not necessarily 
to say that much can be done to help such patients ; indeed, 
most commonly a legal and not a psychiatric opinion is 
indicated. However, when psychiatric symptoms have 


arisen as a result of marital disharmony it would be unwise 


to disregard them, and the general practitioner is best served 
when reinforced by a psychiatric opinion. Many of the 
irritations to the doctor caused by his becoming involved 
in legal affairs may then be avoided, for the psychiatrist 
should be more able to deal with such cases and to avoid 
legal entanglements. 


Social Problems 


This group comprises those in whom symptoms are 
related to social factors—loneliness, isolation, poverty, 
housing, unemployment. The use of the specially trained 
team of psychiatrist and psychiatric social worker may be 
of some value, their knowledge of social institutions pro- 
viding a therapeutic link which the general practitioner 
cannot provide. Retraining for industry and the use of 
convalescent homes, of social clubs, and of the existing 
social services, can all be indicated in particular cases. The 
labour involved in steering the patient towards these ser- 
vices is often considerable, and can best be carried out by 
a psychiatric social worker, so relieving the general prac- 
titioner of a great deal of work. 

From our experiences it is possible to give some indica- 
tions of the type of patient who will most benefit from 
the use of the psychiatric services. The frank psychotics 
and mental defectives who are in need of care and protection 
or are a danger to themselves or others present little diffi- 
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culty in disposal. However, we believe that it is well worth 
while to obtain a psychiatric opinion in all these cases, if 
possible, rather than to send them direct to an observation 
ward. The depressed patient will also require more special 
supervision than the family doctor can provide, and will 
need psychiatric treatment. 

It is with the large group of neurotics that most difficulties 
will arise. On the whole we have devoted our main 
energies to young intelligent people who show good 
evidence of dealing with most facets of life on a realistic 
basis and whose neurotic symptoms are of recent origin. 
There is a great reservoir of chronic neurosis, as of chronic 
physical ill-health, and it is unrealistic to believe psychiatry 
can deal with such cases at present. The physician has 
usually no illusions about the patient with a “ chronic 
medical disorder,” but too many psychiatrists believe that 
almost every patient who comes to them can be helped. 
We have had no hesitation in rejecting for treatment cases 
which we have considered as falling into the category of 
chronic neurosis. These patients have been advised to 
regard themselves as partially disabled and to live their life 
accordingly. Such advice has, of course, come from the 
psychiatrist. If it came from the general practitioner it 
would not be welcome. Home truths are seldom appre- 
ciated, and a too-frank practitioner is not always successful. 
The aura of specialism, however, often predisposes the 
patient to listen favourably to the advice the specialist gives 
him, and some excellent results have been obtained. The 
following is an example. 

Case 3.—A spinster aged 46 had been a constant frequenter of 
her doctor’s surgery for many years. She had had “ pneumonia ” 
as an infant and at the ages of 3, 16, and 42; “ measles three 
times as a child and once at 27”; influenza at 27; appendic- 
ectomy and left ovariectomy at 29; arthritis at 20 and 42; tonsil- 
lectomy at 30; haematemesis at 32; rubella at 35; chronic nasal 
discharge, left antrum drained, at 36; pleurisy at 43; otitis media 
at 45; painful feet since childhood, for which she had had 
special exercises and boots; and acrocyanosis. This formidable list 
of complaints was no less formidable than her personality, which 
was that of a chronically dependent and yet aggressive woman. 
The psychiatrist was called in when her demands on the doctor 
were becoming increasingly impossible to meet. She was taken 
into hospital and a firm line adopted, so that her wheedling 
childish tricks were exposed to her. In addition a sympathectomy 
was performed for the acrocyanosis, the result of which was 
very successful. She was then discharged after several frank 
and critical interviews with the psychiatrist. On follow-up a 
year later she was much better, had seldom consulted her doctor, 
and was working part-time. The general practitioner is delighted ; 
her multiple ailments have vanished for the time being, and if 
she shows the slightest sign of a return of symptoms she will 
be referred to the psychiatrist again. The fact that she has not 
transferred herself to another general practitioner is a hopeful 
augury for the future. 


Comment 


Cases of marital disharmony have on the whole proved 
unsuitable for psychiatric treatment, and the less the psy- 
chiatrist or family doctor is involved in cases of “ mental 
cruelty” the better. Many patients primarily needing a 
legal opinion are referred to a psychiatrist. From our 
experience there is little to be gained from this. However, 
there is more to be gained when social factors are of im- 
portance in the genesis of the psychiatric symptoms, but a 
careful selection of cases must be made on a realistic basis. 
It is little use expecting the psychiatrist to remedy social 


defects such as poverty or poor housing, for example. In - 


this type of case the responsibility for the choice of treat- 
ment lies particularly with the general practitioner. 

The results of all this activity are difficult to assess over 
a three-year period. As spontaneous recovery may occur in 
60% of psychiatric patients, it is clear that a good deal of 
the psychiatrist’s work consists in tiding a patient over a 
current difficulty more speedily than can be done by the 
non-psychiatrist. In Victorian times maidens swooned or 
had hysterics, and were treated with sal volatile or a bucket 
of water, according to their class. Nowadays the psychia- 
trist is called in, but it has not yet been proved that his 


work is often more efficacious than the two remedies cited. 
However, the changed pattern of medical practice, which 
recognizes psychiatric disorder as within the province of 
the doctor, means that the general practitioner is called in 
to more and more psychiatric patients. He cannot handle 
a certain number of these, and if he is concerned for his 
patients he must hand them on to someone who can deal 
with them. We believe that the close liaison we have 
developed is a useful one, from the point of view of the 
patient, the general practitioner, and the psychiatrist. 


Correspondence 


Post-gastrectomy Syndrome 

Sir,—I was much interested to read the article on post- 
gastrectomy syndrome by Mr. J. Ewart Schofield and Mr. 
P. St.G. Anderson (Journal, September 12, p. 598), and, 
whilst agreeing that they have made an important contribu- 
tion to the cure of the persistent afferent loop syndrome 
following partial gastrectomy for duodenal ulcer, I feel 
strongly that they fail to lay sufficient emphasis on the type 
of operation performed in the genesis of this particular syn- 
drome. In particular I find their explanation that “as all 
our anastomoses were anterior to the colon, we cannot agree 
with Ogilvie,' who suggests anterior colic anastomosis as a 
possible cause of ‘dumping,’” somewhat ingenuous in view 
of any lack of comparison with the numbers of afferent 
loop syndromes occurring in retrocolic anastomoses. 

The authors confirm the view that afferent loop stasis and 
reflux play a part in the “ dumping syndrome” and regard 
the weight of the afferent loop as contributoery—a view 
with which I am in agreement—but the point which seems 
to be missed by the authors is that these factors are bound 
to be increased in antecolic anastomosis (as opposed to 
retrocolic) in proportion to the greater length of the afferent 
loop. As one who was originally taught and brought up on 
the antecolic anastomosis and who has changed in the last 
four years to a routine retrocolic anastomosis, I have been 
impressed by the freedom of the latter operation from 
afferent loop complications. In the course of some 85 
gastrectomies for duodenal ulcer performed over the last 
two years I have had no case of dumping syndrome severe 
enough to even contemplate further operative interference. 
It may be, of course, that complications may yet occur, but 
at worst I feel that these cases are better than two of the 
three quoted by Schofield and Anderson, whom, it should 
be noted, developed their syndrome within eight months 
of operation. I believe with Ogilvie that the antecolic ana- 
stomosis is a potent cause of the “ dumping syndrome,” and 
I am of the opinion that less numbers of this distressing 
complication would be seen if the retrocolic anastomosis 
were more commonly used. 

Finally, may I make a plea for greater accuracy in ter- 
minology ? The term Polya gastrectomy should be reserved 
for the retrocolic anastomosis; the antecolic anastomosis 
should be called the Balfour gastrectomy after the name of 
its originator.—I am, etc., 

Tunbridge Wells. I. LANGDALE GREGORY. 
REFERENCE 
1 British Medical Journal, 1952, 2, 299. 


Dangers of Ethanolamine Oleate Injection Treatment 
for Varicose Veins 


Sir,—Fostered by a first, and as yet only, allergic mishap 
with monethylolamine oleate, described in your columns 
some four years ago,’ my interest in this matter has been 
reawakened by Mr. A. Lutton and Dr. G. H. Grant’s letter 
(Journal, August 29, p. 510). In this litigious age where the 
published sayings of the not-so-great (a notable company of 
which I am happy to be a member) are apt to be quoted as 
evidence against some unfortunate defendant, one hesitates a 
while before expressing an opinion. Nevertheless, I feel that 
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there are by now certain rules governing sclerosant therapy 
which should find a prominent place in all varicose vein 
clinics. 

First, I must reinforce Mr. Lutton and Dr. Grant's plea 
for withholding injection in asthmatic patients. This con- 
nexion has been brought out in almost all published cases, 
including my own. Secondly, adrenaline must always be 
to hand. Thirdly, so must the patient. (I always insist 
that cases should remain in the precincts for at least 10 
minutes following an injection; after this period the risk 
of immediate and dangerous sequelae is past.) Fourthly, 
a test dose of 0.5 ml. should be given. Fifthly, the injection 
technique employed should encourage maximum obliteration 
with minimum dosage. 


For this last purpose I cannot but commend a technique based 
upon the phlebographic investigations of Kinmonth and Robert- 
son.” I have described this in detail elsewhere,’ but briefly it is 
as follows. The patient stands, to distend the veins, whilst a 
venous tourniquet is placed upon the thigh. He then lies down 
flat whilst the needle is inserted into the vein. The tourniquet is 
loosened and 2 ml. of sclerosant injected, the patient remaining 
absolutely still both at this time and for five minutes following. 
During this period the ethanolamine spreads along the vein for at 
least 6 in. (15 cm.) on either side of the puncture, staying in con- 
centrated contact with the endothelium. As soon as the slightest 
movement of toe or foot occurs the sclerosant is whisked away 
into some deep venous pool, there to be diluted to innocuou 
obscurity. 

With this method there is no need to use more than 2 ml. 
at one visit; although of course, like all sclerosant man- 
ceuvres, it is a waste of medical horse-power in the presence 
of untreated venous back-flow.—I am, etc., 


London, W.1. STANLEY RIVLIN. 
REFERENCES 
. British Medical Journal, 1949, 2, 335. 


2 Brit. J. Surg., 1949, 36, 294. 
* The Treatment of Varicose Veins and their Complications, 1951, Heine- 


Sir,—With reference to the letter by Mr. A. Lutton and 
Dr. G. H. Grant (Journal, August 29, p. 510) I have never 
heard or read of the following addition to the technique. 
Let digital compression be applied to the vein both above 
and below the puncture, whatever agent be used. Be content 
to deal with a small length at a time, in which 2 ml. might 
well suffice. By this simple expedient one gets a maximum 
local effect and minimal systemic one. Let the pressure be 
maintained for several minutes.—I am, etc., 


Doncaster. W. R. WILSON. 


Sir,—We are indeed indebted to Mr. A. Lutton and Dr. 
G. H. Grant (Journal, August 29, p. 510) for reporting the 
death of a patient after an injection of ethanolamine oleate. 
As the injection of varicose veins is done so frequently, 
would you permit me to epitomize my experience of this 
therapy ? 

First, I find that only two types of veins will benefit by injec- 
tion. They are the small clusters, aptly described as “ trivial,” 
“ vanity,” or “ nylon ” veins, which occur in young people. The 
others are outlying varices remaining after an adequate operation 
for varicose veins. No patient in whose varicosities there is an 
impulse on coughing or who gives a positive Trendelenburg test 
should be injected, for it is dangerous and useless. That varices 
may be a manifestation of a congenital arteriovenous fistula 
explains why a sclerosing injection can produce such sudden and 
serious systemic effects and yet give no result locally. A sluggish 
blood stream, which we have been taught is the invariable accom- 
paniment of varicose veins, is indeed rarely the case. The circu- 
lation of blood in them is unduly brisk. Those who operate on 
them will testify to this characteristic. 

Regarding the dose of a sclerosant, no matter what its nature 
I think the first trial insertion should not exceed 1 ml. If it is 
tolerated, subsequent injections should never be more than 2 ml. 
Two to three groups of veins may be injected at 2 session with 
14-2 ml. in each, but there should be one minute between them— 
that is, the time needed to recharge the syringe. If a varicose 
vein fails to respond to an injection, then another sclerosant 
should be tried. The temptation to use a larger volume or 
stronger solution should be resisted. If the veins after several 


treatments remain patent, then the diagnosis must be recon- 
sidered ; a ligation operation is almost certainly necessary. 

There are several well proved and effective sclerosants, but 
I have decided that Riddoch’s solution containing phenol 
3%, glycerin 30%, in distilled water is the safest and most 
effective. I abandoned ethanolamine in 1943 because of the 
intense pain which followed its use and which often incapa- 
citated patients, thereby encouraging a propagating thrombus 
and spread to the deeper veins. Collapses from sensitivity 
to it are also well known. 

To sum up, therefore, I have found that injections up to 
2 ml. in volume totalling two to three per session are effective 
and safe, and they are made only into trivial varices or 
those remaining after an efficient ligation and stripping 
operation. They are given to the sitting or horizontal patient. 
—I am, etc., 
London, W.1. HAROLD Dopp. 


Hop Bermatitis 


Sir,—Having picked hops, and having given first aid to 
hop-pickers, I feel that a likely cause of trouble has been 
left out of the discussion on dermatitis in hop-pickers by 
Drs. J. S. Cookson and Ann Lawton (Journal, August 15, 
p. 376) and Dr. F. Ray Bettley (Journal, August 29, p. 512). 
This is the very considerable abrasion of the skin that takes 
place in the process of removing the hop-cones from their 
stalks. The stalks are covered with fine spines which 
roughen the hardest skin. Matters are worse in wet or dewy 
weather, when the spines are firmer and skin is made soft 
by the moisture. The hands of most pickers become sore 
and scratched, and therefore presumably more susceptible to 
attack by specific sensitizing agents. Those who handle 
hops in oast-houses and breweries are not subjected to 
abrasion by the stalks. It is perhaps for this reason that 
they hardly ever become sensitized to hops. 

My experience is confined to Kent, but, to judge from the 
figures kindly given to me by the Hop-pickers Medical 
Treatment Board (Kent), dermatitis is as common among 
hop-pickers there as in Herefordshire, where Drs. Cookson 
and Lawton made their observations.—I am, etc., 


London, N.W.3. JoHN L. STRUTHERS. 


Farm Accidents 


Sir,—Two unusual farm accidents happening in the same 
week may be of interest. In the first, a young agricultural 
student was following a very common practice of oral 
suction to clear a blocked feed pipe in a tractor run on 
heavy vaporizing paraffin oil. The obstruction cleared sud- 
denly and a gush of oil filled his mouth, came down his 
nose, and a quantity was unfortunately inhaled into the 
lungs. He momentarily lost consciousness, and, coming to, 
he described seeing objects clearly but at a great distance, as 
through the wrong end of a telescope. There was intense 
pain in the chest. A certificated first-aid worker treated 
him for shock, and gave a salt-and-water emetic which 
cleared the stomach. When seen, he was very restless, tem- 
perature 100° F. (37.8° C.), pulse 80, breathing rapidly, and 
complaining of severe pain all over the chest. During the 
night he deteriorated rapidly, temperature rising to 102° F. 
(38.9° C.), pulse rate rising, the expression anxious, and 
obviously developing an inhalation pneumonia. He was 
removed to hospital, where he was on the danger list for 
a week. A month later he is still in hospital, but making 
good progress. This case illustrates the dangers of oral 
suction so commonly practised by motorists. 

The second case was that of a young girl who was in the 
habit of taking cod-liver oil capsules. The box was kept 
on a shelf in the farm kitchen. At 6 p.m. she took two 
capsules, and she remembered afterwards that they seemed 
larger than usual. About 11 p.m. she was violently sick, 
and complained of intense nausea and weakness. This was 
thought to be an ordinary gastric upset. Sickness continued 
all night, and it was only next day that another member of 
the family, becoming suspicious, looked on the shelf and 
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found a box of carbon tetrachloride capsules for sheep fluke 
near the cod-liver oil capsules, and it then dawned on them 
what had happened. The capsules each contained 1 ml. of 
carbon tetrachloride. When seen, sickness had stopped, but 
the intense nausea persisted. Pulse was 50, and the patient 
complained of feeling very weak. She was given mag. 
sulph. and heavy doses of calcium chloride, and all fats 
were forbidden. There was no jaundice or albuminuria. 
Nausea persisted in a lessening degree for over a week, but 
it was a fortnight before the pulse rate came up to normal. 
She has since remained well.—I am, etc., 


FLORA MACDONALD. 


Visual Aids to Education 


Sir,—I was surprised that medical art was not considered 
at the meeting dealing with visual aids held during the 
First World Conference on Medical Education. 

The quality of the diagrams accompanying the films 
showed clearly the need for artistic supervision. Also the 


Aros, Isle of Mull. 


' special province of the artist in research work, reconstruc- 


tion, and interpretation was ignored. The camera cannot 
think, the artist must; science as well as art goes to the 
making of a medical drawing. Because the artist is always 
seeking to show essentials clearly, and to elucidate difficult 
and obscure points, he is especially useful to students. 

If an international committee on visual aids is formed, 
it is to be hoped that medical art will be represented by 
first-class artists, for without their help a large and most 
important field will be neglected, and without their trained 
artistic sense visual aids will lack much of the good taste 
and dignity which the medical profession merits.—I am, etc., 


Dorotuy DAVISON, 
Medical Artist to Manchester University. 


Control of Tachycardia by Quinine 

Sir,—Seeing Dr. H. L. Maclure’s interesting letter 
(Journal, August 29, p. 511) on the subject of paroxysmal 
tachycardia reminds me of a personal experience. About 
a year ago, at the age of 43, I began to have mild attacks 
of tachycardia. I suspected that they were caused by coffee, 
but continued to indulge in this beverage, as the attacks 
were trivial. One night, however, I was awakened by an 
attack which was decidedly unpleasant, so I decided to stop 
drinking both tea and coffee. The result was within a few 
days entirely satisfactory. The trouble disappeared. While 
on holiday this year, however, I decided to try the effect of 
drinking coffee again. Within a week I experienced a mild 
attack of tachycardia. 

In the light of this experience I cannot help wondering if 
the improvement in Dr. Maclure’s patient was due more to 
the omission of proguanil than to his taking of quinine.—I 
am, etc., 

Winfrith, Dorset. 


Manchester. 


P. R. BouCcHER. 
Paroxysmal Myoglobinuria 


Sir—I was extremely interested in Dr. S. D. Elek and 
Mr. H. F. Anderson’s article on paroxysmal myoglobinuria 
(Journal, September 5, p. 533). My own experience of this 
condition has been confined to the equine variety, but one 
or two observations I have made as to the aetiology of the 
condition may be of interest. 

My “ patients ” were two thoroughbred racehorses, mother 
and daughter, which bears out the influence of heredity. 
The sire of the foal did not, so far as I could ascertain, suffer 
from the disease. The attacks which these animals suffered 
were completely typical. They were characterized by a 
sudden onset of swelling and marked stiffness of the muscles 
of hindquarters and back, with the excretion of very deep 
red, almost black, urine with a heavy deposit of phosphate 
erystals. Unfortunately no detailed analysis of the urine 
was carried out. This condition lasted 24-48 hours and 
was followed by wasting of the muscles involved and gradual 
disappearance of the stiffness. The wasting recovered rapidly 
and all was apparently normal after a week or ten days, even 
in the severest attacks. 


The precipitating factor in all attacks in both animals, 
which incidentally were in strict training for racing, was 
fast exercise following a period of two to three days’ rest 
with no reduction in the heavy carbohydrate feeding which 
racehorses usually get. The usual explanation for these 
attacks given by the veterinary surgeon was excessive forma- 
tion of lactic acid in the muscles, which had become “ over- 
stocked” with glycogen during the rest period before the 
attacks. This rest period, which was usually due to some 
minor leg injury, is of great importance, apparently, because 
without it no attacks occurred. With regular work and 
exercise neither animal suffered any ill effects from the 
severest exertion. Both have won races without showing 
signs of the condition. Similarly, the heavy feeding is an 
important factor, as I have found that the attacks can be 
prevented by a severe reduction in the feeding of these 
animals during any enforced rest period. 

A third member of this equine family, a yearling colt, 
will be going into training at the end of this year. It will 
be very interesting to see if he also inherits the disease.— 
I am, etc., 


Belfast. D. H. CAMPBELL. 


Endocarditis and Dental Extraction 


Sir,—Mr. F. R. Coffin (Journal, September 5, p. 571) 
cannot understand why his medical friends do not insist on 
heavy doses of penicillin for several days before dental 
extraction in rheumatic subjects. He will find an answer 
in a paper by Professor R. V. Christie, Dr. J. E. Cates, and 
myself in this Journal (March 31, 1951, p. 653), giving the 
history of a patient in whom the effects of such treatment 
were disastrous. This man had been successfully treated 
with penicillin for subacute bacterial endocarditis five years 
previously, and, to protect him against recurrence, 2,000,000 
units of penicillin was given daily for two and four days 
before as well as several days after two multiple dental 
extractions. He forthwith developed a bacterial endo- 
carditis due to a Str. viridans requiring 4 units/ml. to 
inhibit its growth, whereas that causing his original attack 
had been normally sensitive. 

Penicillin given in doses of more than 500,000 units daily 
is excreted in the saliva and eliminates sensitive organisms 
from the mouth, but their place is taken by resistant ones 
previously present in only small numbers, including coli- 
form bacilli, Candida albicans, and any sufficiently resistant 
streptococci. As with other forms of penicillin prophy- 
laxis continued for several days, the penalty for failure is 
thus an infection much more difficult to treat than any 
which is likely to have occurred had prophylaxis not been 
attempted at all. The object in connexion with dental 
extraction is not to sterilize the mouth but only to destroy 
such bacteria as enter the circulation. If procaine penicillin 
is used, the first dose may be given two hours before the 
operation ; for sodium penicillin a more appropriate inter- 
val is five minutes. So far from this being an example of . 
locking the stable door after the horse has bolted, what 
Mr. Coffin would have us do may be likened to opening 
the lion’s cage instead of the jackal’s.—I am, etc., 

London, E.C.1. LAWRENCE P. GARROD. 


A Doctors’ Orchestra 


Sir,—In various countries the music-loving members of 
the profession have formed orchestras, and it is intended 
to follow their example in London. Apart from the social 
and musical experience for those members of the profession 
who play orchestral instruments, such an orchestra may 
acquire high proficiency, be most useful for social functions 
of the profession and for charitable events, and in this way 
fulfil an important task. Would those medical and dental 
students, doctors, dentists, and members of their families 
who are interested in this venture and who play orchestral 
instruments or otherwise wish to help please write to the 
undersigned, giving particulars of their experience ?—I am. 


etc., 
14, Upper Wimpole Street, H. Ucxo. 


London, W.1. 
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Obituary 


A. RENDLE SHORT, M.D., F.R.CS. 


Professor A. Rendle Short, emeritus professor of surgery 
in the University of Bristol, died suddenly at Hereford 
on September 14 at the age of 73. 

Arthur Rendle Short was born at Bristol on January 
6, 1880, the son of Mr. E. Rendle Short, a director of 
J. S. Fry and Sons Ltd. From University College, 
Bristol, he went on to University College, London, and 
first graduated in 1899 by taking the London B.Sc., with 
first-class honours in geology. Even as a boy he had 
thought of becoming a 
surgeon, and when he 
turned to the study of 
medicine he had an extra- 
ordinarily successful career 
as a medical student. He 
gained first-class honours 
in anatomy and won gold 
medals and exhibitions in 
physiology and materia 
medica. He passed the 
final M.B., B.S. examin- 
ations in 1903 with flying 
colours, winning a scholar- 
ship and a gold medal in 
medicine and obtaining 
first-class honours in ob- 
stetrics. A year later he 
proceeded to the M.D., winning still another gold medal. 
After holding house appointments at the Bristol Royal 
Infirmary, including the post of senior resident officer, 
he obtained the diploma of F.R.C.S. in 1908 and became 
surgical registrar at the Infirmary and lecturer in physio- 
logy in the Bristol Medical School. Five years later he 
was appointed assistant surgeon at the Infirmary and 
soon afterwards became full surgeon. He was also 
surgeon to Clifton College for 28 years. A Hunterian 
professor of the Royal College of Surgeons of England 
in 1914, he was also an examiner for the Primary 
F.R.C.S. for a time. One of his many outside interests 
was the Association of Surgeons of Great Britain and 
Ireland, and he was a member of its council. 

In 1933 Rendle Short was appointed professor of 
surgery in the University of Bristol, and he occupied the 
chair until 1946, when he retired and was appointed 
emeritus professor. A brilliant teacher, his dry humour 
and his tolerance and understanding of young people 
made him extremely popular with the students, and his 
ability to remain young in spirit lightened his task and 
theirs. A frequent contributor to the medical journals, 
Rendle Short was also the author of The Causation of 
Appendicitis and The New Physiology in General and 
Surgical Practice, a book which has reached its fifth 
edition. He was the editor of Index of Prognosis and co- 
editor of The Medical Annual. 

Of strong religious convictions, Rendle Short belonged 
to the Plymouth Brethren, as did his father before him, 
and he founded the Inter-varsity Fellowship, a world- 
wide evangelical organization for undergraduates, and in 
this connexion, as well as as a surgeon, he paid many 
visits to the Continent. He was also a familiar figure in 
the pulpit, and his services as a preacher were in great 
demand. He never lost his early interest in geology and 


[Barratt’s Photo Press, Ltd., London. 


seldom went for a country walk without a hammer in 
his pocket. Bird-watching, too, was a favourite pastime, 
and in the garden of his cottage in Cornwall he would 
spend many hours watching the flight of birds and listen- 
ing to their calls, until in time he came to know the note 
of every bird. He married Miss Helen Case, and she 
survives him, together with his son, who is a doctor, 
and two daughters, one of whom is a doctor and the 


other a nurse. 


We are indebted to Mr. A. WiLFriD Apams for the follow- 
ing appreciation: It is a rude shock for our profession, 
especially felt by older members, when a figure so distin- 
guished and long renowned as Professor A. Rendle Short 
suddenly falls. His surgical skill, backed by brilliance as 
a teacher and writer, had given him a national and indeed 
world reputation. He was gifted with an innate facility for 
absorbing knowledge, and from his youth up subjects of 
enduring import were his interest, as witness student days 
packed with gold medals not only in medical subjects but 
also in geology, at which he kept on “ hammering ” through- 
out life. One so talented and sure of his goal naturally 
achieved his boyish ambition, rose to the top of the tree in 
surgery, and very early in his career received the academic 
distinction of a Hunterian professorship in the Royal College 
of Surgeons. Pari passu with the acquisition of surgical 
experience, his professional lustre was soon enhanced by 
his bent for teaching and writing. He had a gift for the 
exposition of amassed facts in orderly array. Moreover, he 
had a flair for interspersing with his teaching mnemonics 
and anecdotes—prefaced with his “I well remember . 
—whether at the bedside or while he swung the ruler to 


‘and fro coaching us students around his gas-fire. He was 


one of the pre-eminent surgeon-pedagogues of his day, a 
worthy representative of that class of general surgeon for 
which former generations were so famous, and crowds 
followed him. A sidelight on his kindly nature is afforded 
by the fact that Rendle’s “ firm” always fared well, despite 
wartime shortages, for the professor of surgery himself 
would buy and bring in the buns that brightened tea-time on 
operating days. A self-reliant man of strong convictions and 
simple tastes, he disliked ceremony of all kinds. He was 
a familiar sight on his bicycle long after the age when 
most of us cease such youthful pursuits. Coming to us 
from University College Hospital, London, he joined the 
Bristol Royal Infirmary in 1906 and soon became a much- 
wanted general surgeon in a practice ranging widely over 
the adjacent counties. He rose later to be senior surgeon, 
and inevitably followed Hey Groves in the chair of surgery. 
Since his retirement in 1946 he has been emeritus professor 
of surgery. His influence was of inestimable value to the 
sure foundation of a medical faculty in the early days of 
Bristol’s university. 

Medical publishers quickly realized Rendle Short’s poten- 
tialities as an author. Messrs. John Wright & Sons selected 
him as a regular contributor to The Medical Annual in 
1915 and as surgical co-editor in 1919, posts which he re- 
tained until his death. His output of new books included 
a monumental work, The Index of Prognosis and Results of 
Treatment, and textbooks on physiology and surgical sub- 
jects which went into many editions. A wealth of scientific 
knowledge was indicated by his presidential address to the 
Bristol Medico-Chirurgical Society in 1935, an address con- 
taining a spirited challenge against the orthodox views of the 
day on man’s evolution. His able dialectic revealed extra- 
ordinary erudition in the fields of geology and zoology. 
The amazing compass of his brain was coupled with an un- 
faltering religious faith, and he has left with us the reflec- 
tions of his lifetime in his latest book, Wonderfully Made 
(1951). He was an ardent advocate of public education on 
cancer, and was medical adviser to the South-Western 
Regional Cancer Bureau. Firmly convinced that the name 
“cancer” savoured to the public of incurability, he pressed 
that an alternative should be adopted. 

There was the other side to his make-up. Rendle Short 
rose to the full stature of man: not only did the scientist 
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perceive the pattern of nature, but the seer early sensed 
divine direction behind the cosmos. In the realm of religion 
he had the whole situation clarified, definite, and—as some 
might see it—dogmatic. Inspired by this clear vision, he 
spent his life in the service of the Master he feared and loved 
seven days of the week. He wrote books on religious sub- 
jects and gave addresses all over the country. With his 
passing the student world is deprived of a powerful light 
which has for nearly two generations directed their thoughts 
upward. The Inter-varsity Fellowship is an enduring 
memorial to this side of his work. 

We shall miss his strong personality. His service to the 
patients—and quite a host of beneficiaries were his profes- 
sional colleagues—was vast and rendered with quiet method. 
My last glimpse of him this summer affords a tender and 
revealing farewell. He was quite absorbed—a manifest glow 
of gratification on his face—studying the display of plants 
at the local nurseryman’s. Rendle not only mastered the 
science of natural history but revelled in the beauty of 
nature. His departure from our midst comes like a chilling 
shadow across life, and we offer our deep sympathy to his 
widow, latterly delicate and the object of his untiring de- 
votion, and to his three children. 


Mr. WILLIAM M. CapPeER writes: I should be grateful to 
be allowed to add a tribute to my old friend and chief, Pro- 
fessor Rendle Short. We who knew him more intimately in 
Bristol were always impressed by those high spiritual and 
moral qualities which some of us feel we so much lack. 
Rendle Short was essentially of a shy and retiring disposi- 
tion, and a mere acquaintance sometimes left the impression 
of awkwardness, self-assurance, and even abruptness. But 
to those who really knew him this pose of self-defence was 
found to hide the most generous of hearts. We now know 
that very many people in all walks of life could recount 
stories of his generosity and timely practical help which 
virtually saved them, whether it was students who had fallen 
on evil days, young practitioners struggling with a financial 
burden, Christian missionaries overseas or crippled with 
illness at home, or the poor of numberless types. The 
missionaries and many Christian workers were never allowed 
to suspect the extent of the medical and nursing-home fees 
stealthily paid by this great Christian. He excelled as a 
diagnostician and a teacher of the basic facts of surgery. 
Perhaps it was his simplicity that gave him his greatness. 
I have heard few who could so pin down those he was 
teaching to the heart of the matter in order to get their 
principles correct. Former members of the Bristol medical 
school all over the world will continue to hear ringing in 
their ears some of the basic aphorisms of “ The Rendle,” 
as he was affectionately called. If heeded, they will keep 
them out of a lot of mischief. On behalf of many doctors 
in this country and overseas we must pay a deeply respect- 
ful tribute to his Christian influence upon us. No one of 
our seniors has more consistently impressed upon us the 
value of the Bible. No one has done more to show us how 
unnecessary it is to let the Bible lose its influence on our 
lives simply because of our supposed scientific outlook ; and 
no one has more humbly and effectively impressed upon us 
the value of our Lord’s atoning sacrifice. It is not too much 
to say that hundreds of medical students and qualified men 
through his wise words, clear writings, and consistent ex- 
ample have been prevented from allowing the anchor of 
their faith to drag amidst the storms of the last fifty years. 


V. H. ELLIS, B.Chir., F.R.C.S. 


‘Mr. V. H. Ellis died suddenly on September 15 at the 
early age of 52. He had collapsed from a cardiac attack 
after completing his usual morning’s work in the frac- 
ture clinic at St. Mary’s Hospital. His death has robbed 
orthopaedic surgeons of one of their wisest counsellors. 
Not only was he among the foremost orthopaedic 
‘surgeons of the day ; he was also a scholar with an un- 
usually broad knowledge and with interests that ranged 


widely from finance to horticulture. His life was de- 
voted to helping others, among whom his patients ‘e- 
ceived first consideration. 

Valentine Herbert Ellis was born in India on February 
24, 1901, the son of Major-General P. M. Ellis, A.M.S. 
He was educated at Wellington College and Clare 
College, Cambridge. Thence he went to St. George’s 
Hospital, qualifying M.R.C.S., L.R.C.P. in 1925. He 
became F.R.C.S. in 1928 and took the Cambridge B.Chir. 
three years later. After filling a number of junior ap- 
pointments at his own hospital and elsewhere he decided 
on a career in orthopaedic surgery and went as surgical 
registrar to the Royal National Orthopaedic Hospital. 
There he came under the stimulating influence of some 
of the most prominent orthopaedic men of the time— 
Elmslie, Laming Evans, Bankart, Trethowan. 

Appointed to the staff of St. Mary’s Hospital in 1932, 
when he was only 30 years old, he was the first to hold 
the post of orthopaedic surgeon there. With tireless 
energy he set out to establish what has now become a 
leading orthopaedic and fracture department. He was 
soon appointed also to the staff of the Royal National 
Orthopaedic Hospital, and later he held additional ap- 
pointments at Paddington Green Children’s Hospital, 
the Lord Mayor Treloar Orthopaedic Hospital at Alton, 
and the Heatherwood Orthopaedic Hospital at Ascot. 
During the second world war he was in charge of the 
orthopaedic unit at the E.M.S. Hospital at Park Prewett, 
where many thousands of casualties flown direct from 
the battle fronts in Europe passed though his hands. 
Despite the number of hospitals that he served, such 
were his energy and capacity for work that he was able 
to do full justice to each of his responsibilities. Indeed, 
it is doubtful whether any man could have been more 
punctilious in his regular attendance or more con- 
scientious. 

In addition to these activities he found time also to 
make a considerable contribution, by his writings, to the 
advancement of orthopaedic surgery. He was joint 
author, with Mr. B. H. Burns, of Recent Advances in 
Orthopaedic Surgery, published in 1937, and he was a 
contributor to other authoritative books including Platt’s 
Modern Trends in Orthopaedics, Handfield-Jones and 
Porritt’s Essentials of Modern Surgery, and Fleming's 
Penicillin. He had a special interest in the shoulder-joint, 
and had undertaken research into the value and indica- 
tions of arthrography in the diagnosis of shoulder lesions. 
Earlier he had made a study of injuries of the cervical 
spine, from which he concluded that internal fixation by 
bone grafts was advisable in unstable fracture-disloca- 
tions. A gifted teacher with clear ideas based on his 
own experience, he was nevertheless tolerant of the views 
of others, and he was seldom happier than when he 
was engaged in friendly discussion with his colleagues on 
some difficult problem. 

Valentine Ellis will be remembered for his work on 
injuries of the neck and on disorders of the shoulder. 
But he will be remembered mainly, by those who knew 
him, for his sound common sense, his wise judgment, his 
kindly humanity, and his loyalty—qualities that com- 
manded respect from all and endeared him to his 
colleagues and pupils. 

He married, in 1937, Angela Peart Robinson, and his 
family life formed a happy background to his work. 
He leaves a widow with a son and a daughter.—J.C. A. 


R. W. J. writes: After a preliminary warning some 
months ago we have lost Valentine Herbert Ellis, whom 
most-of us knew as Gustav and some few as Val. He was not 
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always easy to know, but the more you did know of him 
the more you wanted to know him. It is to my own great 
regret that I did not know still more of this great individ- 
ualist, this deep thinker, this man who behind the scenes 
exerted such influence on the British editorial board of the 
Journal of Bone and Joint Surgery and on the British Ortho- 
paedic Association, of which he was quite certainly destined 
to be president within a few years. 

He was a critic. He was always thoughtful. He had 
wide knowledge. His merits were best shown at quiet after- 
dinner meetings such as those of the W. Little Club, when 
the few select members presented their problems. He was 
always the dutiful secretary and recorder; his comments 
were earnest and faithful; and beneath the crust he was 
a very great friend indeed. We offer our deep sympathies to 
his wife Angela, and to his young son and daughter, Richard 
and Mary. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending September 5 
(No. 35) and corresponding week 1952. 

Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


Universities and Colleges 


NATIONAL UNIVERSITY OF IRELAND 


The following medical degrees and diplomas were conferred at 
University College, Dublin, on July 11: 

M.D.—V. Doyle, *J. Murphy, R. Towers. 

M.Cu.—M. Ashe, B. Campbell, *C. Galvin. 

M.B., B.Cu., B.A.O.—G. Crean, T. Poon King, M. Mulcahy, 
B. Achong, G. Gearty, M. Alli Shaw, M. Awon, Margaret 
Boylan, M. Browne, T. Casey, *F. Christian, A. Clery, P. 
Collins, J. Comerford, Marie Couacaud, R. Cullen, P. Curtis, P 
Fitzpatrick, *J. Fleming, P. Fleming, Mary Frost, J. George, 
Khorshed Ginwala, J. Goggin, W. Grant, J. Hassett, J. 
Hourihane, Elizabeth Hurley, W. Kanachowski, J. Kelly, Mary 
Kennedy, Mary Kent, F. Kirk, G. Lau, J. Leahy, P. Leddy, 
B. McCarthy, G. MacDonagh, Maev McGrath, E. Mackey, 
M. McNulty, J. Masterson, P. Moylan, J. Mozolowski, P. 
Mulligan, G. Murphy, M. Murphy, B. O’Duffy, T. O’Dwyer, 
M. Ongley, F. Roche Kelly, *B. Rooney, M. Shipsey, T. Staunton, 
E. Tempany, W. Verling, Ah-Yen Wong Shiu Leung, R. 
Znamirowski. 

DipLomMa IN Pusiic Simpson, *Hanora Forde, 
*Irene Finnegan, L. Delany, Mary Murphy, *Madeline Moran, 
J. Walsh, B. McCartie, W. Bushe, P. Carr, P. Daly, E. Desmond, 
Carmel Dooley, *Margaret Farrell, J. Heagney, A. Loftus, E. 
McArdle, *D- McCarthy, Ita MacMahon, *D. McNamara, S. 
Maurer, *P. Prestage, M. Reilly, Eva Roith, Mary Rynne, *P. 
Sweeney. 

DiptomMa tn HeattuH.—*D. Cantwell, J. Carroll, J. 
Cooney. Ellen Courtney, T. Gilroy, *K. Hickey, E. Killian, 
*M. O'Dwyer. 

DIPLOMA IN PsycHOLOoGicaL MEpIcInE.—*P. O’Connor. 

absentia. 


QUEEN’S UNIVERSITY, BELFAST 
The following candidates have been approved at the examinations 
indicated : 
M.D.—A. S. Clenaghan, Mary P. Cole. 
M.B., B.Cu., B.A.O.—I. D. A. Johnston (with second-class 
honours), J. Alexander, F. E. Anderson, E. MacL. Ashenhurst, 
J. A. C. Ball, J. B. Bridges, Beryl M. Bromham, D. Burrows, 
N. M'‘L. Campbell, G. C. R. Carey, Enid G. Carson, W. M. D. 
Clements, Florence M. Cousley, S. J. Cox, D. W. Davison, W. 
Essigman, Diana H. B. Gillies, A. G. Gordon, W. J. Gray, J. 
MacDougall, G. Harley, Claire D. Johnston, E. P. Jones, J. H. 
Jones, J. M. Kearney, Agnes M. T. Kelly, C. P. Kennedy, W. S. 
Kerr, W. C. Logan, R. J. Loughridge, A. D. M‘Farland, J. J. E. 
M‘Gartland, R. A. M‘Keown, H. M‘Laughlin, C. B. M‘Shane, 
E. A. M‘Williams, J. I. Maxwell, Renate M. Meyer, Shelagh M. 
Milligan, S. R. W. Moore, W. J. D. Murphy, Dallas M. J. Nixon, 
B. C. Onyeabo, T. A. Piggot, J. R. Purser, W. W. Ramsay, I. C. 
Roddie, A. C. Scott, E. G. N. Sinanan, G. D. L. Smyth, H. G. 
Smyth, M. M. Sundle, H. W. K. Thompson, P. M. Walsh, N. L. 
Wright. 


CONJOINT BOARD IN SCOTLAND 


The following candidates, having passed the final examinations, 
have been granted the diploma of L.R.C.P.Ed., L.R.C.S.Ed., 
L.R.F.P.S.Glasg.: R. B. Baluch, Cora Branker, Margaret P. 
Bruce, M. G. Cameron, C. Harris, Maureen E. Hillery, C. R. 
Johnson, I. Khosla, Eleanor M. Kneale, S. Lal, I. G. Macpher- 
son, J. G. Noble, J. S. Walia, Mary H. Wallace. 


1953 
in Countries | | | 

Diphtheria.. ..| 20 3 6 3] 
Dysentery .. 205; 43 94 10] 94, 6| 3 
Encephalitis, acute 1 0 1) 
Paratyphoid 1) 11@)) 44 12@) 
Food-poisoning .. 256 24 139) 20 
2years .. 19 59 °| 19) 66 
Measles* 802} 27 30 21| 30) 3,649| 412) 42| 56 108 
— 26 6 3} 28} 2 1 
Ophthalmia_neona- | 
4 28} 6 11) 0 
Pneumoniat - .. | 183, 12 119 6 220, 9 6 2 
Puerperalfeve'§ .. 246 11 0, 216 0 
Scarlet fever | 483) 26 123 13, 26] 557, 49 151) 46 
131 22 151} 19 
Non-respiratory. . 19 6 34 
Whooping-cough .. | 4,058| 354 516 28| 65) 1,861| 83 107, 41) 105 
1953 1952 
us 2/8 as a z |i 
Diphtheria... ..| 0, of of 0 of of of | o 0 
Dysentery .. 0 0 0| 
Encephalitis, acute. . | | o 0 0 
Enteric fever | 0 oO oO o 0} 0 
Infective enteritis or 
ime. @ 2 o of 7 0 o 
Measles... 9 0 0} 
Pneumonia | 115} 14] 17] 10 129) 21 5 
Poliomyelitis, acute 8} 1 o) 69 0 
Scarlet fever ee 0} 
Whooping-cough .. 2} 0 0 
Deaths 0-1 year .. | 162} 31] 22} 22) 26, 8| 17 
stillbirths) | 4,146 490, 107] 4.268] 620| 475 118 
LIVE BIRTHS .. | 7,289|1081 786] 200] 385, 7,348\1141| 208, 352 
STILLBIRTHS . 185 25 30) 165) 21) 22) 


* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. : 
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Vital Statistics 


Poliomyelitis 

Poliomyelitis notifications (uncorrected) in the week end- 
ing September 12 (36th week of the year) were as follows: 
paralytic, 92 (123) ; non-paralytic, 81 (101); total, 173 (224). 
This is a decrease of 51 compared with the previous week, 
the figures for which are in parentheses. This is a fairly 
sharp fall, and suggests that the peak has been passed and 
that the expected seasonal recession has begun. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1944-52 are shown thus ------- , the figures for 
1953 thus . Except for the curves showing notifica- 
tions in 1953, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


The largest variations in the number of notifications of 
infectious diseases in England and Wales during the week 
ending September 5 were falls of 247 for measles, from 
1,049 to 802, and 112 for whooping-cough, from 4,170 to 
4,058, and a rise of 40 for scarlet fever, from 443 to 483. 

The incidence of measles is at the lowest level for the past 
four years. During the week reviewed a fall was recorded 
in all regions except the north-western, where a small rise 
occurred. The largest fluctuations in the returns of 
whooping-cough were a rise of 75 in Lancashire, from 
262 to 337, and a fall of 48 in London, from 402 to 354. 
20 cases of diphtheria were notified, being 4 more than in 
the preceding week. ‘The chief features of the returns of 
diphtheria were a rise in London from 0 to 3, and in 
Plymouth C.B. from 1 to 4, and falls in Cheshire from 4 
to 0, and in Durham from 3 to 0. Only small fluctuations 
occurred in the local returns of scarlet fever. 

224 cases of acute poliomyelitis were notified during the 
week. These were 3 more for paralytic and 16 fewer for 
non-paralytic cases than in the preceding week. The largest . 
returns were Warwickshire 22 (Birmingham C.B. 7, Coventry 
C.B. 10), Lancashire 20 (Blackpool C.B. 3, Liverpool C.B. 
3), London 16, Dorsetshire 12 (Blandford R.D. 3), Surrey 
11, Kent 10, Essex 10, Yorkshire West Riding 10 (Doncaster 
C.B. 3). 

205 cases of dysentery were notified, being 1 fewer than in 
the preceding week. The largest centres of infection were 
London 43 (Chelsea 12), Lancashire 40 (Liverpool C.B. 10, 
Manchester C.B. 9), Yorkshire West Riding 21, Middlesex 
16 (Willesden M.B. 6), Durham 12 (Stanley UD. 6), Kent 
10 (Chislehurst and Sidcup U.D. 8), and Essex 10. 


Week Ending September 12 
The notifications of infectious diseases in England and 
Wales during the week included scarlet fever 505, whooping- 
cough 3,708, diphtheria 19, measles 603, dysentery 204, para- 
typhoid fever 11, typhoid fever 6, and food-poisoning 244. 


The Services 


Surgeon Commander H. R. I. Wolfe, R.N.V.R., has been 
awarded the Royal Naval Volunteer Reserve decoration. 

Lieutenant D. A. Cahal, Royal Regiment of Artillery (now 
R.A.M.C., T.A.R.O.), has been awarded the Efficiency Medal 
(Territorial). 

Air Commodore P. B. Lee-Potter, C.B.E., R.A.F., has been 
appointed Honorary Surgeon to the Queen in succession to Air 
Vice-Marshal W. E. Barnes, C.B.E., R.A.F., who has vacated 
the appointment on retirement from "the R.A. F, 

A Supplement to the London Gazette has announced the 
following awards: 

Third Clasp to the Territorial Efficiency Decoration.—Colonei 
W. R. Ward, T.D., late R.A.M.C. 

Second Clasp to the Territorial Efficiency Decoration.— 
Colonels H. Sissons, O.B.E., T.D., and W. R. Ward, T.D., 
late R.A.M.C., Lieutenant-Colonel (Honorary Colonel) E. J. G. 
Glass, T.D., and Major B. St. J. Steadman, T.D., R.A.M.C. 
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Auditory Training of Deaf Children.—A hostel for young 
deaf children and .their mothers was opened last week at 
Castle Bar Hill, Ealing, by the Minister of Health, Mr. Iain 
Macleod. It has been provided by the board of governors 
of the Royal National Throat, Nose, and Ear Hospital with 
the objects of allowing mothers to watch the auditory train- 
ing of their children and of learning how to continue it at 
home. The hostel will also provide facilities for the trial 
of new training methods. After congratulating the gover- 
nors on the imaginative use to which they had put most of 
their endowment funds, Mr. Macleod described the present 
supply position of the N.H.S. hearing-aids. Over 312,000 
aids had been fitted and distributed, and the waiting-list, 
which in April, 1951, had climbed to the peak of 112,000, 
was now About 16,800. But an end of the waiting-list 
would be only the end of the beginning; it would be 
possible then to spend more time on the auditory training 
of those who received the aids, amongst whom children 
had always had priority. A new light-weight aid for 
children was being developed, and pilot trials had to take 
place, but meanwhile the improved Mark III Medresco 
aid, which had batteries only half the weight and size of 
the earlier models, was coming into production, and children 
would again have priority. 


Surgery of Peptic Ulcer.—In a Hunterian lecture at the 
College of Surgeons last March Mr. F. A. Henley described 
an operation for peptic ulcer, consisting in replacing the 
resected portion of stomach by a segment of jejunum, which 
it is claimed obviates the post-gastrectomy syndrome. 
Messrs. Allen & Hanburys Ltd. have selected this oper- 
ation for the subject of the first of a series of medical teach- 
ing films. The film, made by Stanley Schofield Productions 
Ltd., was given a private showing last week. It is in colour, 
with a spoken commentary, and the operative details are 
extremely clear. One apparent advantage of the opera- 
tion is that the normal processes of digestion are retained: 
there is the usual delay in the “stomach,” and the food 
traverses the duodenum, where bile and pancreatic juice 
can mix with it. The operation is used routinely for cases 
of peptic ulcer needing surgery, to relieve severe post- 
gastrectomy symptoms, and for malignant disease of the 
stomach. Copies of the film may be obtained from Messrs. 
Allen & Hanburys Ltd., Bethnal Green, London, E.2. 


NAPT Hunter Scholarships.—The National Association 
for the Prevention of Tuberculosis announces four scholar- 
ships for doctors and medical students, made possible 
through the generosity of a private donor, to be known as 
the Hunter Scholarships. The first is a postgraduate scholar- 
ship of £350 to enable a graduate of a British medical school, 
resident in the United Kingdom, to spend six months abroad 
studying the eontrol of tuberculosis. The second, also of 
£350, is to enable a young graduate from any medical school 
in the British Commonwealth outside the United Kingdom 
to study tuberculosis in Britain. In addition, two scholar- 
ships of £150 each are offered to medical students, of either 
sex, who have been seriously handicapped through tubercu- 
losis, to enable them to complete their training at any 
medical school in England or Wales. Inquiries about the 
scholarships should be sent to NAPT, Tavistock House 
North, Tavistock Square, London, W.C.1. The closing date 
for applications for the scholarships is March 31, 1954. 


United States Research Fellowships.—In response to. a 
request from the Organization for European Economic 
Co-operation, the United States Government has provided 
over $1m. to enable 150 outstanding young scientists from 
Europe to travel to and live in the United States for up to 
two years in order to study in American research institutions. 
The National Academy of Sciences, Washington, is adminis- 
tering the scheme, and the Royal Society has been asked to 


advise on the selection of candidates from the United King- 
dom. About 25 fellowships will be open to candidates from 
the United Kingdom. No age limits are specified, but it is 
expected that most of the successful candidates will be be- 
tween 26 and 32 years of age. Applications will be con- 
sidered from candidates who propose to do research in the 
natural sciences and in the engineering, agricultural, and 
medical sciences, but excluding clinical medicine. Candi- 
dates must be in possession of a doctoral degree in science 
or have had equivalent experience. Applications, which 
may be made at any time, will be considered at regular 
intervals. For the first two sets of applications the closing 
dates are respectively October 1 and November 30, 1953. 
Forms of application and further information are obtain- 
able from the assistant secretary, The Royal Society, 
Burlington House, London, W.1. 


South African Medico-Legal Journal.—The Medico-Legal 
Society of Johannesburg is sponsoring a new medico-legal 
journal, the Journal of Forensic Medicine, under the editor- 
ship of Dr. H. A. Shapiro. The event is of more than 
national interest, as there is only one other similar journal 
written in English—the Medico-Legal Journal, which is pub- 
lished in Britain. The new journal will appear quarterly 
to begin with, and is intended for accounts of original 
research in forensic medicine and for case reports ; it will 
also include reviews, abstracts, and medico-legal news. It is 
stated to be international in scope. The journal is pub- 
lished by Juta and Co., P.O. Box 30, Capetown, at an 
annual subscription of two guineas. 


COMING EVENTS 


Contraceptive Technique.—A lecture and demonstration 
on contraceptive technique will be given by Marie 
Stopes, Ph.D., at the Mothers’ Clinic, 108, Whitfield Street. 
London, W.1, on Thursday, October 1, at 2.30 p.m. No 
fee is charged, but tickets must be obtained in advance as 
space is very limited. 


King’s College Hospital Medical School.—The inaugural 
address will be delivered by the Rt. Hon. Iain Macleod, 
M.P., at the Medical School, Denmark Hill, on October 2 at 
2.30 p.m. Sir William Gilliatt will preside. 


Royal Free Hospital School of Medicine.—The inaugural 
address will be delivered by Miss G. E. M. Jebb in the 
Beveridge Hall, Senate House, University of London, W.C.1, 
on October 2 at 3 p.m. Miss Jebb’s subject will be “ The 
University Student in the World To-day.” 


Faculty of Medicine, Sheffield University——The opening 
sessional address will be delivered by Professor L. J. Witts 
in the Frith Hall of the University on October 8 at 5 p.m. 
Professor Witts will take as his subject “‘ The Opportunities 
of Medicine.” 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is ~~~ 4 for attending lectures marked @ 
Applications should be made first to the institution concerned. 


Mon September 28 
Hospitat, Park Royal, N.W.—5.30 p.m., Mr. Grayton 


Brown (Melbourne): Surgical Treatment of Duodenal Ulcer by Antro- 
duodenectomy. 
ber 29 


Tuesday, Septem 

SocrETy oF INSTRUMENT TECHNOLOGY.—At 26, Portland Place, London. W.., 
6.30 for 7 p.m. Dr. C. N. Smyth: Electrical Techniques in Medicine. 
with particular reference to the Measurement of Pressure and of Strain. 


Wednesday, September 30 

CAMBRIDGE MEDICAL Socirety.—At Addenbrooke’s Hospital, 
Clinical meeting. 

MIDLAND Society.—At Birmingham Medical Institute, 8.15 p.m.., 
annual meeting. Valedictory Address by Dr. W. Watson Newton: 
Mesmer, Mind, and the Emotions 

ROYAL SANITARY INSTITUTE.—2.30 p.m., discussion: 
Vaccination in Great Britain. To be opened by Dr. J. 
Dr. K. N. Irvine. 


Friday, October 2 
INSTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. Stephen Rothman (Chicago): 
Clinical Demonstration. 

OF CHEMICAL INDUSTRY: CROP PROTECTION PANEL OF THE AGRI- 
CULTURE GROUP; ASSOCIATION OF APPLIED BIOLOGISTS; SOCIETY OF 
PuBLic ANALYSTS ; and PHARMACOLOGICAL SocrETy.—At Imperial College. 
Imperial Institute Road, Kensington, S.W., Joint Symposium: Organo- 
phosphorus Insecticides. Morning session. 10.30 a.m. to 12.45 p.m.. 
Afternoon session. 2.15 p.m. to 5 p.m. 


8.15 p.m. 
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Any Questions ? 


Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Scarlet Fever and Nephritis 


.—Is it correct to treat scarlet fever cases, however mild, 
by rest in bed for at least two weeks in order to reduce the 
incidence of nephritis? If this is so, should not all cases 
of haemolytic streptococcal sore throat be treated in the 
same way for the same reason? 


-—Post-scarlatinal nephritis is regarded, probably cor- 
rectly, as a toxic-allergic manifestation. There is no con- 
clusive’ evidence that patients allowed up early are in greater 
danger of developing nephritis. When the disease was com- 
mon, and dangerous, nephritis occurred even in the most 
carefully nursed cases, but only rarely in those efficiently 
treated with antitoxin. Nevertheless it is probably unwise 
to submit to strain and overactivity organs that have recently 
been subjected to a toxic or bacterial attack, and for this 
reason alone it is wiser to allow reasonable rest after the 
temperature has subsided. 

Many authorities allow the discharge of patients from 
hospital about one week after onset of the disease; it is 
commonplace to release patients in from ten to twelve days. 
And this would not be practised if it were thought that a 
greater risk of nephritis would result. 

Not all streptococcal throats are caused by scarlatinal 
strains, and some scarlatinal strains are poor toxin pro- 
ducers. The nephritic reaction is almost certainly linked 
with the specific toxin. Furthermore, the patient with a 
scarlatinal streptococcal tonsillitis may have a high immu- 
nity to the toxin. It is probable, therefore, that strepto- 
coccal throats without rash are even less likely than scarlet 
fever to end in nephritis. 


Partial Impotence after Mumps 
Q.—Three years ago a man of 57 had a bilateral mumps 
orchitis, and since then he has lost the full power of erec- 
tion, although retaining his libido. This difficulty is over- 
come by giving 5 mg. testosterone daily. Are there any risks 
in continuing this treatment indefinitely? Is there a risk, 
for instance, of benign or malignant changes in the pros- 


tate ? 


A.—Mumps is more likely to attack the seminiferous 
tubules than the interstitial cells, but sometimes does destroy 
the latter and cause failure of testosterone secretion with 
resulting loss of potency. The small dose of testosterone 
that is given in this case—and I would conjecture that it is in 
the form of methyltestosterone—would be unlikely to influ- 
ence such a loss of potency except by suggestion, so that one 
cannot rule out psychological impotency in this case. If, 
on the other hand, larger doses were required and the 
response was clear-cut, organic impotency responding to sub- 
stitution therapy would be the correct diagnosis. There are 
no risks from small doses in regard to the effect on other 
endocrine organs or on the prostate. There is no clinical 
evidence that larger doses have a harmful effect on the 
prostate but conceivably such doses could produce a disturb- 
ing enlargement beyond the physiological. There is no 
evidence that malignant changes in the prostate would result. 
Methyltestosterone is not excreted as an androgen in the 
urine, and in this is unlike testosterone. It is inactivated 
by some process in the liver ; it does not increase the urinary 
17-ketosteroids, whereas testosterone does. However, prob- 
ably because of these differences, methyltestosterone has 
been recorded as producing a form of jaundice with changes 
in, the liver. This is a rare complication, and the present 


writer has not met with it, although he uses methyltesto- 
sterone fairly extensively, but there would appear to be 
no doubt about its reality as a rare complication. This 
raises an important point as to whether methyltestosterone 
should ever be prescribed. At the present moment those who 
have met with the complication take the view that never- 
theless methyltestosterone should be prescribed where it is 
indicated. The alternative method of giving androgens is to 
inject testosterone propionate, and if this is use in the form 
of testosterone-phenylpropionate the duration of action is 
some two weeks, which is a great improvement on daily 
injection. Another lasting method is the subcutaneous im- 
plantation of testosterone, the effect lasting some six or eight 
months. ‘Testosterone cannot be given by mouth in the 
same way as methyltestosterone can, because it is largely 
inactivated. The same would apply to its absorption under 
the tongue, which method is used effectively for methyl- 
testosterone. 


Why Do Children Turn Their Toes In ? 


Q.—What is the cause of children walking with their feet 
turned inwards ? 

A.—During the early stages of walking most children 
develop bow-legs, knock-knees, or both. In the vast majority 
these deformities disappear spontaneously ; they are in no 
way related to rickets. It is usually taught that these 
children turn their toes in because they are trying to improve 
their balance. With knock-knees there is necessarily ever- 
sion of the foot and usually also external rotation: by 
reversing this a steadier base is obtained; thus the child 
learns to internally rotate his legs to avoid falling. These 
cases seldom need any treatment. 

Apart from this, there are causes of a more serious nature: 
congenital talipes equino-varus, or a metatarsus varus with 
actual deformities of the metatarsals and tarsal bones, is 
usually obvious ; much less obvious is the internal rotation 
seen in a spastic child. Apart from these structural causes, 
there is unlikely to be anything else very wrong with a 
child that turns its toes in. 


Faulty Absorption after Partial Gastrectomy 


Q.—What are the likely causes of bulky, pale, offensive 
stools and low weight following a partial gastrectomy two 
years ago for duodenal ulcer? What treatment is suggested ? 


.—Faulty absorption of fat and other food materials 

may follow partial gastrectomy. There are various causes of 
this defective absorption, and investigation of the gastro- 
intestinal condition is required to establish the facts in each 
case. 
A not uncommon finding is that the food passes rapidly 
out of the stomach remnant and thus tends to get ahead 
of the pancreatic and biliary juices, which cannot mix pro- 
perly with it. This may result in delayed absorption and 
consequent bacterial changes in the lower part of the small 
intestine. Bacterial activity is likely to cause bulky, pale, 
and offensive stools. Defective absorption of water and 
possibly some food materials may account for loss of weight. 
Occasionally an error of technique at operation has led to 
the stomach being anastomosed to the lower jejunum or 
even the ileum, and in such cases proper digestion of the 
food is almost impossible. Apart from a full investigation 
of the stools it is clearly of importance to have a barium 
meal and follow-through examination to determine whether 
there is any gross anatomical abnormality. It also appears 
that excessive length of the afferent jejunal loop will con- 
tribute to this trouble, but to a lesser extent; in the same 
way an unduly radical gastrectomy, by encouraging too 
rapid emptying of the stomach, may also be a factor. 

If investigation of the gut does not disclose some error 
of technique which can be remedied by further operation the 
treatment must be planned on the following lines: the 
taking of food should be spread over a reasonably long 
period to enable the pancreatic and biliary juices to mix 
with as much of the meal as possible. The meal may be 
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started with the ingestion of food which does not require 
pancreatic and biliary digestion, but which nevertheless 
stimulates the gastro-intestinal secretions in time for the 
arrival of the less easily digestible food. Alternatively, 
predigested foods or a potent pancreatic extract, intimately 
mixed with the food, may be taken at the start ‘of each meal. 


T.A.B. after Typhoid 


Q.—Is it worth giving T.A.B. to a person who has recently 
had a severe attack of typhoid fever and is going to a 
country where both paratyphoid and typhoid are quite com- 
mon? If inoculation is recommended, is the previous attack 
of typhoid likely to cause a particularly severe reaction ? 


A.—Second attacks of typhoid fever are rare, so that there 
is no indication for immunization against typhoid itself after 
an attack of the disease. Paratyphoid is a much milder 
infection and responds to chloramphenicol therapy. It must 
also be remembered that T.A.B. will not necessarily protect 
an individual against infection, particularly in countries 
where the risk of eating heavily contaminated food is 
considerable. The degree of reaction to T.A.B. vaccination 
is not likely to be affected by a previous attack of the 
disease but seems to depend more on individual idiosyncrasy. 
While, therefore, there is no great likelihood of severe reac- 
tion, there seems in this case to be no strong indication for 
prophylactic immunization. 


Dermatitis Herpetiformis 


Q.—What is the best treatment for dermatitis herpeti- 
formis? Is autohaemotherapy any good? If so, how is 
it given? The patient in question is intolerant of arsenic, 
and neither chloramphenicol nor sulphonamides have been 
successful. 

A.—Dermatitis herpetiformis proper is essentially an 
affection starting in early adult life and lasting very many 
years, but after the first few years the discomfort abates and 
ultimately active treatment is not necessary. 

Arsenic, which is usually effective in controlling the affec- 
tion, should not be employed in a chronic disease of this 
type, neither should chloramphenicol. Sulphonamides as 
such are of no value, but sulphapyridine, because of the 
pyridine ring, almost invariably controls the affection and 
appears to be safe in these patients, though the ordinary 
safeguards should naturally be employed. Other allied 
drugs, thiouracil, etc., are effective, but sulphapyridine is 
the best. 0.5 g. taken with meals three times a day 
rarely needs to be exceeded. Periodically the blood picture 
should be looked at. Autohaemotherapy has not proved of 
much value. It is conducted by taking 5 or 10 ml. of blood 
from a vein in the elbow and immediately injecting it into 
the muscles of the buttock. 

It should be mentioned that, particularly in older patients, 
dermatitis herpetiformis, or an exactly similar eruption, may 
be dependent upon some organic disease, especially malig- 
nant disease internally. 


Peeling Onions 
Q.—Why do onions make the eyes water ? 


A.—The pungency of onions, and presumably their effect 
on the eyes, is attributed to volatile sulphur compounds. 
Allyl isothiocyanate, which is typical of this class of com- 
pound, is found in the horseradish and other plants. 


Deafness on Board Ship 


Q.—I have a slight nerve deafness for the higher tones. 
I always become quite deaf on board ship, with a tendency 
to excessive meatal secretion. Why is this? 


A.—One possible reason for nerve deafness becoming 
more noticeable on board ship would be the constant noise 
of the ship’s engines. Any person with high-tone deafness 
due to changes in the organ of hearing is likely to find 
that the hearing becomes less acute in the presence of any 
background noise. On the other hand, if there is naturally 


some external otitis causing meatal secretion other than 
wax, then any increase in the secretion may block the 


meatus and so make the hearing defect worse. There is no . 


particular reason why sea air should increase a tendency 
to excessive meatal secretion, though it might be caused by 
using salt water for washing purposes. 


Vitamin B; and Parkinson’s Disease 


Q.—Does vitamin Bi have any specific action in Parkin- 
son’s disease? Ai patient is greatly improved on 200 mg. 
weekly of the vitamin. 

A.—Vitamin B; is not recognized to have any specific 
effect in Parkinson’s disease. 


NOTES AND COMMENTS 


Immobilization in Spinal Tuberculosis.—Dr. K. W. Topp (Port 
Moresby, Papua) writes: In ‘‘ Any Questions ? ” (Journal, April 
25, p. 952) you were asked the best way of immobilizing cases of 
spinal tuberculosis. It would appear from the reply that Dr. 
Rollier’s method, despite his experience and eminence, is little 
known. May I describe it? ‘‘ Where is the fracture in Pott’s 
disease ?”’ said he. “In the body of the vertebra. Where is 
the sound structure to form a fulcrum ? In the spinous processes 
and interspinous ligaments. How can you extend the fractured 
bone and separate the fragments ? By nursing in the prone posi- 
tion, preferably with the chest and shoulders raised by the 
elbows.” It was in this admirable position that Rollier’s patients 
had heliotherapy. For greater ease, they had rings tied into the 
bed to prevent the elbows from slipping. This was just before 
streptomycin, and it may be that the period of bed immobiliza- 
tion is now shorter, and that a plaster is necessary for ambulant 
treatment. 


Our Expert writes: Rollier’s methods are of course well known 
in this country, but his views are not entirely accepted, and in 
most hospitals in this country nursing supine with or without 
hyperextension is considered the preferable method, as only by it 
can adequate immobilization be achieved. Nursing prone with 
chest and shoulders raised is used in the early convalescent period 
to aid muscle recovery. The Rollier method’s great disadvantage 
is that it does not provide adequate immobilization and needs 
constant supervision. 


Filatow’s Tissue Therapy.—Mr. E. Gorpon Mackie (Sheffield) 
writes: In ‘“‘ Any Questions ? ” (September 12, p. 634) an in- 
quiry about Filatov’s tissue therapy is answered—but it is in- 
correctly stated that “it is not a technique that has been studied 
elsewhere ” (than in Russia). A paper “ Placental Implantation 
for Retinitis Pigmentosa ’”” was read by me at a joint meeting of 
the Royal Society of Medicine, Section of Ophthalmology, with 
the North of England Ophthalmological Society on April 20, 1951, 
in Sheffield. An abstract is to be found in Proc. roy. Soc. Med., 
1951, 44, 977. It compares the results reported by 20 workers 
(16 non-Russian) in this and certain other ophthalmic diseases and 


it cites (with references) certain parallel work in general surgery.: 


Your inquirer might be. interested in the information thus 
available 


Correction.—In a letter about neonatal asphyxia published in 
the Journal of September 19 (p. 675) Dr. David Morris discussed 
Akerren’s method of resuscitation with intragastric oxygen. We 
should have made it clear that the hospital where he described 
it as being regularly used is the British Hospital for Mothers and 
Babies, Woolwich, London, S.E.18. 
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